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Serve More Fruit 


From the beginning of time, fruit has been an 
important item in man's diet along with meat 
and vegetables. The trained dietitian knows 
this. Everyone serving food to the public 
should endeavor to feature some fruits daily. 


Cafeterias and restaurants find fruits in 


good demand when placed where their own 
savory ripeness can make a direct approach AIAN CH CED PINEA 
to the patron's appetite. The added profit 


they provide more than repays the effort nec- Jo HN SEXTON é& Co. 


essary to give them attractive display. Smee CH o is 
Or 1ICAGO - BROOKL y as TAR 


TV 


Edelweiss assures both good appearance 
and good taste. This famous Sexton brand , ' « 
brings tree ripened fruit . . . the pick of the Onality-\ haw Sw RLY 
orchard . . . packed in pure crystal cane 


sugar syrup, each can chock full. Sexton Specials offer outstanding values in foods 


Edelweiss Pineapple Juice is absolutely pure—no prepared exclusively for those who feed nr 
sugar added. people each day. 


es SEXTON © 


CHICAGO Manutactuting Wholesale ( srocers 31 cele) 4an 


America’s Largest Distributors of No. 10 Canned Foods 


©J. S. & Co., May, 1935 
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pital Day would be an appropriate 
time to call the community’s attention 
to this long neglected problem. 


» ALIFORNIA’S 
position as a leader in the movement 
to provide adequate health service to 
all is not pure accident. A forward- 
looking group of hospital and medical 
people have been seriously concerned 
with the problem for several years. 
Four attempts made te ~ .\ve the prob- 
lem through the provisi » of part-pay 
services are described in the leading 
article in this issue and the reasons 
why they failed to do the job are care- 
fully outlined. Next month the director 
of the medical-economic survey con- 
ducted by the California Medical As- 
sociation will outline the principal 
findings of this study which were 
partly responsible for the recent en- 
dorsement of health insurance by the 
association. Townsendism and oranges 
aren’t the only things coming out of 
California these days! 


Is THE use of state 
tax funds to pay for the hospital care 
of indigent patients an unmixed bless- 
ing, either to the hospitals or the state? 
Evidently it has raised some problems 
in Pennsylvania, where it has been 
most extensively developed. A special 
commission appointed by the former 
governor to study the situation re- 
cently made a comprehensive report 
on the subject. While the turn of the 
political wheel may mean that its 
recommendations are disregarded in 
Pennsylvania, their careful analysis 
will be of value to other states. A di- 
gest of the report will appear next 
month. 


‘Tae question of 
plumbing hazards in hospitals is arous- 
ing nationwide interest. Surveys of 
hospitals and other quasi-public build- 
ings are being made by health depart- 
ments of various cities. The second 
article in the series from the Chicago 
Board of Health will be published 
next month. 


A NEW column is 
scheduled to appear shortly in The 
MODERN HOSPITAL. It will be devoted 
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PREVENT VACATION CATASTROPHE 
Souiss TypHow Vaccines, plain or Combined with Para- 
typhoid A and B, are highly antigenic. . . . These vac- 
cines are prepared according to the same methods and 


contain the same strains used by the United States Army. 


A SQUIBB BIOLOGICAL PRODUCT 


Other Squibb Biologicals — DIPHTHERIA PRODUCTS 
RABIES VIRUS (SEMPLE) « SMALLPOX VACCINE 


TETANUS ANTITOXIN e ERYSIPELAS ANTITOXIN 
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to a review of events of the month of 
interest to dietitians. Informal but 
accurate, we predict your dietitian will 
soon be “swiping” your copy of the 
magazine if you don’t pass it on 
promptly. Perhaps you had better sub- 
scribe for an extra copy for her now. 


ime of mater- 
nity patients is receiving unusual at- 
tention nowadays. Stimulated perhaps 
by the criticisms of those who hold 
that America’s maternal mortality 
rates are disgraceful, much effort is 
being expended by both hospital and 
medical organizations to bring down 
the rates. But the cost is another 
question. Both government and volun- 
tary hospitals will be interested in 
studying the article next month de- 
scribing the experiment in four-day 
maternity service which is being con- 
ducted at the Alameda county hospi- 
tals. It reduces costs without appar- 
ently adversely affecting mortality. At 
present the subject is controversial. 


FLASHES FROM THIS ISSUE: 


“That hospital which does not take 
into full consideration the new intern’s 
inexperience, his abject terror of being 
required to assume responsibility for 
which he is not prepared is falling far 
short of properly planning for a well 
rounded training course.” Page 73. 


“Boards of trustees should make a 
canvass of all possibilities of refinanc- 
ing any capital debts now burdening 
their hospitals.” Page 54. 


“Physicians testify that with con- 
vagious diseases under effective control 
and mothers constantly acquiring an 
increasing mastery of the hygiene of 
infancy and childhood, private practice 
is becoming more and more an affair 
of the treatment of chronic diseases.”’ 
Page 65. 


“The general principle of part-pay 
care is not new. It is a time-honored 
tradition of private physicians to grade 
fees to patients’ incomes.” Page 40. 


“The thoughtful superintendent of 
today realizes that the hospital for the 
mentally ill, more specifically the state 
hospital, is inevitably linked with the 
general hospital as a vital center of 
community interest.” Page 41. 
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In the Conservative Management of 





PELVIC INFLAMMATIONS 
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In keeping with the accepted trend in the 
management of pelvic inflammations and 
infections, the Burdick Pelvo-Therm pro- 
vides sustained heat for prolonged appli- 


cation through the vagina or rectum, 


The Pelvo-Therm 
is designed for 
easy portability— 
its total weight is 
17 lbs. This facili- 
tates"treatment at 
the bedside. 

thereby raising the temperature of the 
pelvic contents to the optimum therapeu- 
tic degree and bringing about resolution 


in many conditions. 


Dependable Temperature Control 


Assures Effective Therapy 


The heat is transmitted thru water, con- 
fined in a soft rubber bag and raised to 
any desired temperature. The bag dis- 
tends the canal and molds itself to its 
shape. This assures uniform distribution 
of heat, and constant absorption, so long 
as the Pelvo-Therm is in operation. A sim- 
ple control mechanism maintains the tem- 


perature of the water at the desired degree. 


wi 
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Simple and Easy to Operate 
The Pelvo-Therm is as easily applied as 
a vaginal or rectal speculum. The heating 
element surrounded by the rubber bag is 
introduced into the canal, warm water is 
injected into the deflated bag, and the 
electrical heating unit is turned on. The 
temperature of the adjacent tissue can be 
constantly observed by means of a special 
thermometer, and is easily regulated by 


the electrical control. 


Thoroughly Safe 


Electrical shock is impossible, even though 


the water-bag should rupture. Further- 


Note the bakelite- 
enclosed heating 
element, with and 
without rubber 


electrical contact 


with the tissue. 





more, no electrical contact can be made 
between the heating element and the 
tissue . . . The Pelvo-Therm is designed 
for easy portability, making possible the 
treatment of bed-ridden patients in their 


homes. A sterilizing tray is part of the unit. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 





bag.’ No danger of 





THE 


PELVO-THERM 


wie, 
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A special brochure on 
"The Widening Scope 
of Physical Therapy in 

' Pelvic Pathology’ is 
now in the printer's 
hands and will be 
mailed to physicians on 
request when available. 








PHYSICAL THERAPY 
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The Hospital Barometer 





A distinct rise in occupancy 


. 1933 
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hospitals in March carried at 

the occupancy figures seven 

points above the correspond- 90 | GOVERNMENTAL HOSPITALS 
ing figure for 1934 and well 

above the average for the ad 

year 1930. March was the 74.8% Normal (1930) Governmental 
best hospital month for over 70 

two years. Governmental hos- 

pitals recorded almost the 60 

same occupancy as in Feb- 2 
ruary. Their occupancy, how- gp |_NON-GOVERR wae 
ever, had increased in Janu- ee eae 














ary and February to new 
high levels. 

Hospital building projects reported from March 12 to 
April 8 inclusive numbered 17, of which 2 were nurses’ 
homes, 4, new hospitals and 11, additions to hospitals. Of 
these, 15 reported costs which totaled $1,579,554, an aver- 
age of $105,300 per project. 

Further improvement in business conditions was shown in 
March and the first half of April, according to the National 
Industrial Conference Board. The continued expansion of 
the automobile industry and the sharp rise in building 
activity were responsible. Output of bituminous coal also 
rose during March, but a decline set in during the first 
part of April. The board estimated the number of unem- 
ployed in March at 9,760,000 as compared with 9,885,000 in 
February and 9,394,000 in March of last year. The cost of 
living of wage earners remained the same in March as in 
February, according to the board. 

Average wholesale prices continued to rise from the mid- 
dle of March to the middle of April, the composite index of 
the New York Journal of Commerce going from 78.4 on 


March 16 to 80.3 on April 13, the highest point reached since 
1933. In the following week, however, the index fell slightly 
to 79.9 and further advances were not expected. Grain prices 
made the most startling advances during the period under 
review, the index advancing from 82.8 to 91.3. General food 
prices rose from 79.9 to 83.2, textiles from 59.9 to 61.2 and 
fuel from 76.5 to 77.4 (all indexes based on 1927-1929 as 
100.) Building material prices remained practically un- 
changed. The price index of drugs and fine chemicals ad- 
vanced from 186.6 on March 18 to 189.1 on April 22, accord- 
ing to the Oil, Paint and Drug Reporter. 

During the four weeks ending April 13 the U. S. Public 
Health Service reported the following cases of communi- 
cable diseases: diphtheria, 2,293; influenza, 8,744; measles, 
145,440; meningococcus meningitis, 664; poliomyelitis, 84; 
scarlet fever, 32,035; smallpox, 775, and typhoid fever, 501. 
As compared with the corresponding period of last year 
there were increases for influenza, measles, meningitis, scar- 
let fever and smallpox and decreases for the others. 





OCCUPANCY FIGURES OF HOSPITALS IN VARIOUS STATES AND CITIES 












































Census Data on Reporting 
Hospitals! 1934 1936 
Type and Place Hospitals Beds? Mar. | April| May | June | July | Aug. | Sept. | Oct Nov. | Dec. | Jan. | Feb. March 
Nongovernmental 

New York City®........ 68 15,194 73.0 | 75.0 | 75.0 | 75.0*| 66.0 | 62.0 | 61.0 | 66.0 | 68.0 | 66.0 | 79.0 | 70.0* 70.0* 
CO ES 58 9,772 63.0 | 63.0 | 63.0 | 61.0 | 61.0 | 59.0 | 58.0 | 60.0 | 61.0 | 58.0 | 62.0 | 65.0 | 65.0* 
Washington, D.C....... 9 1,782 67.2 | 65.8 | 62.8 | 62.8 | 58.4 | 59.3 | 60.7 | 65.4 | 65.3 | 61.8 | 72.0 | 71.8 | 70.5 
N. & 8. Carolina........ 99 5,779 59.2 | 59.4 | 59.6 | 62.1 | 62.6 | 62.3 | 60.9 | 61.1 | 60.9 | 56.8 | 60.6 | 63.1 | 64.9 
New Orleans............ : 1,196 46.5 | 42.1 | 43.2 | 48.4 | 43.3 | 52.1 | 49.5 | 49.5 | 47.7 | 44.9 | 47.7 | 49.5 | 50.3* 
San Francisco .......... 16 3,026 61.9 | 61.6 | 60.3 | 58.1 | 56.8 | 56.9 | 60.8 | 64.2 | 63.2 | 62.0 | 65.5 | 68.2 | 67.4 
NGS alaveaieeie-ne wend 6 912 49.4 | 50.7 | 47.3 | 49.1 | 44.9 | 45.7 | 43.4 | 39.1 | 45.8 | 45.8 | 41.5 | 53.6 | 53.6* 
EN er 22 5,847 53.3 | 55.4 | 56.5 | 57.7 | 57.3 | 59.3 | 55.6 | 56.9 | 57.9 | 54.5 | 57.4 | 57.3 | 61.9 
I 9 2,240 58.0 | 61.8 | 59.9 | 61.3 | 60.0 | 58.4 | 56.7 | 57.8 | 57.7 | 56.5 | 61.9 | 62.0 | 61.2 

ee ee 294 45,748 59.1 | 59.4 | 58.6 | 59.5*] 56.8 | 57.2 | 56.3 | 57.7 | 58.6 | 56.3 | 59.8 | 63.4* 66.1* 

Governmental 

New York City......... 16 11,615 105.0 |103.7 |101.9 | 93.7 | 91.3 | 89.5 | 88.3 | 89.4 | 91.0 | 92.9 | 96.7 |100.6 |103.2 
pO OT 6 2,122 93.0 | 91.0 | 90.0 | 86.0 | 85.0 | 80.0 | 80.0 | 83.0 | 81.0 | 78.0 | 86.0 | 86.0 | 86.0* 
Washington, D. C....... 2 1,076 83.2 | 84.3 | 84.7 | 84.7 | 79.0 | 80.2 | 81.7 | 78.1 | 84.8 | 77.6 | 86.6 | 95.5 | 95.5 
N. & S. Carolina........ 12 1,241 66.4 | 66.8 | 64.5 | 69.4 | 70.6 | 66.9 | 64.0 | 67.0 | 68.3 | 64.7 | 65.4 | 65.7 | 68.5 
New Orleans............ 2 2,227 129.5 |136.4 127.1 ]137.9 |148.7 [152.4 [148.0 [129.3 131.6 [130.5 1144.9 |145.4 130.4 
San Francisco....,...... 3 2,315 79.2 | 76.7 | 80.7 | 77.7 | 76.4 | 77.9 | 74.4 | 72.7 | 78.1 | 74.2 | 77.4 | 79.1 | 77.1 
i. eee 1 1,050 76.9 | 76.3 | 76.1 | 73.2 | 69.0 | 68.0 | 67.3 | 66.8 | 68.5 | 68.8 | 68.8* 78.7 | 78.7* 
Ni careGleledouni wisigsd 2 3,790 93.2 | 94.6 | 91.1 | 87.5 | 84.8 | 83.7 | 83.1 | 84.8 | 87.0 | 84.7 | 89.0 | 83.4 | 93.9 

PE iis were uice acme 44 25,436 90.8 | 91.2 | 89.5 | 88.8 | 88.1 | 87.3 | 85.9 | 83.9 | 86.3 | 83.9 89 .4*| 91.8 | 91.7* 






































1Insofar as possible hospitals for tuberculous and mental patients are excluded as well as hospital departments of jails and other institutions. The 
census data are for the most recent month. 2Including bassinets, in most instances. *Includes only general hospitals. ‘The occupancy totals are unweighted 


averages. 


These averages are used in the chart above. 


*Preliminary report. 
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Four Experiments in Part-Pay Service 


What they sigmify to those who need and those who give medical care 


By MARY ROSS 


Associate Editor, The Survey-Survey Graphic 


this spring as the state in which all the 

major professional groups concerned with 
medical services have expressed cfficial approval 
of the principle of health insurance and are co- 
operating with a committee of the California sen- 
ate which proposes health insurance legislation at 
the current legislative session. 

The annual meeting of the Western Hospital 
Association in mid-February reiterated that body’s 
approval and declared health insurance of prior 
importance to unemployment insurance since in 
usual times illness and accident are largely respon- 
sible for loss of work and resulting poverty. On 
March 3 the house of delegates of the California 
Medical Association adopted a resolution probably 
unprecedented in the history of organized medi- 
cine. It sponsored the adoption of legislation for 
insurance, mandatory for certain groups of the 
population and voluntary for others, under speci- 
fied principles, and established a committee to 
cooperate with the senate committee. Similar com- 
mittees also have been appointed by the Western 
Hospital Association and the organized dental pro- 
fession. The California State Nurses Association 
has approved the principle of health insurance and 


(5 this spring has swung into the limelight 


declares that adequate nursing should be included. 

The action of the professions followed two ex- 
tensive surveys made this year under the auspices 
of the California Medical Association and the State 
Emergency Relief Administration which reaf- 
firmed the peculiar difficulties that at all times 
beset payment of the uneven and unpredictable 
costs of medical care, and underscored the present 
particularly difficult plight of patients, professions 
and institutions. It also follows a long and varied 
history of experience and experiment with less 
comprehensive measures dealing with sickness 
costs. One important item in that record is the 
effort to meet the problem without the use of the 
insurance principle, by organized effort at adjust- 
ing the charges of doctor, hospital, dentist, nurse 
and others to the ability of the patient to pay. 
Proposals of bureaus under the auspices of county 
medical societ’es or others are under discussion in 
various parts of the country at the present time. 
In this field California’s experience probably is 
unique among the states both in extent and variety. 

During a recent stay in the state I had an oppor- 
tunity to talk with physicians, social workers and 
cthers concerned with the work of such plans in 
San Diego, Pasadena, Santa Barbara and in Ala- 
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meda County. The central medical service which 
has been operating for more than two years in San 
Diego is probably the oldest and most widely quoted 
of the part-pay plans. Its work originated in a 
suggestion from the community welfare council. 

At the present time administrative expenses are 
met by a percentage of the fees collected on behalf 
of doctors and hospitals. Under this plan the medi- 
cal social worker who directs the service, Mary R. 
Hughes, is responsible for setting the fee that she 
deems just to the patient after an investigation of 
his circumstances. Nearly all the members of the 
county medical society have agreed to cooperate 
and accept the social worker’s judgment. The 
county dental society is cooperating on a reduced 
fee basis. All payments by patients are made to the 
service, and may be made in installments when the 
patient can establish credit and gives his note. 

Hospitalization is arranged under the following 
policies : 

1. In arranging fees the factor of equal sacrifice 
on the part of the physician, surgeon, anesthetist 
and hospital should be the basis of fee setting. 

2. The operating cost to the hospital should be 
met in each case. 

3. The central medical service is responsible for 
a cash payment to both surgeon and hospital for 
the period of planned care. If the patient remains 
in the hospital over the planned number of days 
or uses excessive dressings and pharmacy the cen- 
tral medical service attempts to pay for this at 
part-pay fees, but can take no legal responsibility 
for the collection of these unplanned costs. 


Charge Should Remain Constant 


In its first eighteen months’ experience the serv- 
ice averaged 16 per cent over minimum fees on 
each ten-day surgical case hospitalized, that is, 
instead of $35 paid to the hospital for a ten-day 
stay, $41.63 was collected from the patient. ‘Ex- 
perience shows us that it is vital to make a charge 
to the patient that can remain constant,” Dr. Hall 
G. Holder declares in a report of the service in the 
San Diego Dental Society bulletin. “Part-pay or 
full-fee patients are eager to know what costs are 
to be. In the opinion of the secretary of the central 
medical service, even slightly higher charges are 
preferred by patients to the uncertainty of medical 
costs. Patients are willing to pay when they know 
what they are receiving and when they can budget 
for it.” 

During 1933 the service handled 1,350 cases and 
collected nearly $23,000. In 1934 the cases num- 
bered 1,233 and the collections totaled $33,558, of 
which $1,885 was paid through federal relief funds. 
In both years referrals for hospitalization included 
about 20 per cent of the total number of cases. 
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About 9 per cent of the cases listed in 1934 were 
referred to physicians at full fees and about 10 
per cent referred to county care, while service for 
15 per cent still was incomplete at the end of the 
year. This left approximately 820 completed cases 
handled under the service for part-pay care. The 
population of the metropolitan San Diego district 
is approximately 180,000. 


How Pasadena Service Operates 


In Pasadena the local medical and dental socie- 
ties sponsor the central health service, which is 
supported by registration fees of $1 from patients, 
memberships of practitioners, and a 10 per cent 
charge on fees collected. The bureau is in charge 
of a public health nurse, Mary Ella Stewart, who 
conducts the social investigation of the patient’s 
circumstances and works out with practitioner and 
patient the rate to be charged for the needed care. 
Whenever possible the patient pays cash. All pay- 
ments are made to the service. Pasadena hospitals 
are cooperating by giving a 25 per cent deduction 
to patients referred by the service, which assumes 
responsibility for the collection of the bill. Pay- 
ments to hospitals usually are made in advance. 

Pasadena has a population of about 80,000. Dur- 
ing the first year, ending August, 1934, the service 
had arranged care for 413 cases, had collected 
$3,740 for physicians, $2,020 for dentists, $162 for 
nurses and $1,834 for hospitals. During the six 
months ending February 1, care was arranged for 
340 patients. In the first year 27 per cent of the 
cases were referred to the office by doctors or den- 
tists; 19 per cent came because of reading news- 
paper accounts of the work; 12 per cent were 
referred by the dispensary, and 42 per cent by 
other agencies, including the school nurses. The 
service has recently started inserting a notice in 
the newspapers as a paid advertisement. 

Though it had to close April 1, for lack of funds, 
the community medical service of the Santa Bar- 
bara County Medical Society, had made a more 
rapid start in service than the others. In a city of 
40,000 with probably an unusually large group of 
well-to-do people, it had arranged for care for 
1,041 persons in its first ten months. This bureau 
used a wholly different principle. It did not serve 
as a collection agency. The medical social worker 
in charge, Mrs. Clara Griffith, gave each family a 
financial rating based on its income. Eligibility to 
the service started at the point at which a person 
became ineligible for county care, that is, when 
his income was as much as $50 a month for him- 
self, with an additional $10 for each dependent. It 
terminated at the point when people were presumed 
to be able to pay the usual medical charges, or when 
the income was $150 a month for a single person, 
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again with the $10 addition for each dependent. 

Each accepted applicant received a card on which 
the family name and financial rating were typed. 
This was good for three months. During that period 
a member of the family could go to any of the prac- 
titioners or hospitals cooperating in the plan, pre- 
sent the card and receive care at rates definitely 
scheduled for his income group. These ranged, for 
example, from $1 for a first office visit and 50 
cents for subsequent visits, up to the full rates of 
$5 and $3 respectively. These last received stipu- 
lated rates for operations with a maximum of $75. 
There were similarly scaled schedules for the vari- 
ous surgical services, x-rays and laboratory serv- 
ices, and for ward care in the hospitals, which was 
graded from $2 to $3.50 aday. The nurses offered a 
similar sliding scale of charges. The dentists were 
working out a fee schedule for patients under the 
service when I was there. Druggists gave a 20 per 
cent discount to the group with incomes below 
$100 a month. The optical company gave them a 
discount on glasses. If the family needed further 
service at the end of the three months, they came 
back for a renewal of the card. 

The plan was postulated on the assumption that 
the family would pay cash to the doctor or hospital ; 
if some other arrangement had to be made, either 
doctor or hospital had the right to ask higher fees. 
The cost of running the service was covered by the 
small registration fee paid by patients when they 
first used the service, contributions from physicians 
and a percentage of the first fee received by prac- 
titioners from a patient under the plan. Here, also, 
dignified paid advertising was tried. 

Appeals for support to the community chest and 
other agencies were not granted. Apparently phy- 
sicians did not feel it brought them sufficient in- 
come to warrant continuance. 


Policies That Govern Alameda Plan 


In the San Francisco Bay region in and about 
Oakland, the Alameda County Medical Association 
has assumed responsibility for the care of part-pay 
patients, and maintains lists of physicians, includ- 
ing practically all its members, who have agreed 
to care for such patients at whatever rates the 
family can afford. This society has not established 
a bureau. The social investigation of the patient’s 
circumstances is made by the out-patient social 
service department under the county institutions 
commission. In this connection the supervising 
medical social worker, Marguerite L. Spiers, is 
responsible to the secretary of the county medical 
association. Eligibility for part-pay medical care 
is determined on a case work basis, according to the 
following general policies: 

Persons considered eligible for part-pay care 
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must be without sufficient resources to pay the full 
cost of medical care for their present illness; their 
responsible relatives must be without such re- 
sources, and by paying full cost, these persons or 
their responsible relatives would be deprived of 
the necessities of life. The term “responsible rela- 
tives” is used as defined in the Pauper Act. 

Ability to pay a full fee is determined by the 
illness which the patient has at the time of his 
application ; by his available assets; financial obli- 
gations; future earning capacity, and other similar 
factors. 


Who Are Eligible for Part-Pay Care 


Those eligible for part-pay care include persons 
with a margin above the necessities of life. This 
margin might be sufficient to provide full-pay 
medical service for some types of illness and in- 
sufficient for others. 

The ownership of luxuries or unnecessary arti- 
cles or equipment would render a person ineligible 
for fee reduction if the market cash value of such 
things was sufficient to pay the full fee. 

If discontinuance of payments on furniture, 
automobiles or other possessions would release 
money for full medical fees, the patient would also 
be considered ineligible for part-pay care. 

The procedure used in each case includes an 
interview with the patient or family; verification 
of statements of income and assets ; communication 
with the family physician as to his willingness to 
continue care on the basis of the patient’s ability 
to pay ; comparison of income with a minimum cost 
budget for a family of given size and moderate 
means, used as a guide only; clearance of the case 
through the county social service index, and the 
signing, by the applicant, of a certificate regarding 
assets and the like. The social worker reports her 
findings to the physician so that he may have a 
basis on which to set his fee. If the patient has no 
private physician he is referred to one on the 
rotating list of those who have volunteered co- 
operation through this arrangement. 

A study has been made of 1,812 patients referred 
in 1933 to members of the county medical associa- 
tion for part-pay care. Reports were received from 
physicians covering 1,304 of these cases. Among 
those, slightly more than a quarter had not been 
seen by the physicians to whom they were referred ; 
they must have gone elsewhere or nowhere for 
care. Of the 969 patients seen by physicians, 233 
or 24 per cent had paid nothing in fees ; the remain- 
ing 736 had paid an aggregate of slightly more 
than $5,000, an average of a little less than $7 
apiece. In that year the total number of cases 
referred by the county social service to private 
physicians was 2,077, including five cases for full- 
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pay care and a number of cases of nonresident indi- 
gents referred for unpaid care by volunteering 
physicians. Figures for 1934 are not yet available; 
it is believed they will show a somewhat larger 
number of cases and a somewhat higher total of 
fees paid. Alameda County has a population of 
about 400,000 including many industrial workers. 

These four experiments in organized part-pay 
service represent sincere and arduous effort. In 
each place I talked with physicians who were en- 
thusiastic about their community’s plan and with 
others who opposed it on principle, or were skep- 
tical as to its effectiveness in meeting the problems 
of those who need and those who give medical 
services. Lay outsiders, including social workers 
and members of the public, were, in general, skep- 
tical. They pointed out that the numbers of pa- 
tients cared for under the plan were extremely 
small in contrast to those in the community who 
were unable to pay the usual charges in serious 
illness. In 1933 more than half the families in the 
state had incomes under $1,200. 


Principle Is Not New 


The general principle of part-pay care is not 
new. It is a time-honored tradition of private 
physicians to grade fees to patients’ incomes. Most 
hospitals already have their own methods for ad- 
justing charges through their social service de- 
partments. In Pasadena, for example, one major 
hospital had cared for 782 part-pay patients dur- 
ing 1934 among whom fifty-seven were cases 
referred through the central medical service. The 
plans systematize the older tradition of the doctor 
and in some cases make it possible to coordinate 
the total costs of an illness, bringing together all 
the bills involved. There was a frequent query in 
these communities as to whether that approach 
was sufficient to deal with the real problem. 

In most cases this question was coupled with the 
comment that in general people who were accus- 
tomed to pay their way in other departments of 
life were extremely reluctant to ask for special 
consideration and reduced rates and to lay all the 
circumstances of their lives before the eyes even 
of a friendly and sympathetic social worker. 
A large number of patients cared for under the 
plans are near the ragged edge of indigency. 

Where a bureau assumes responsibility for col- 
lection of charges, as in San Diego or Pasadena, 
obviously it can extend credit only to families who 
can prove they are good credit risks. Through no 
fault of their own many conscientious families are 
not good credit risks. For this reason these Cali- 
fornia plans have made little use of installment 
payments subsequent to the illness. 

Where collection is not the responsibility of the 
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bureau there is the question as to whether or not 
people actually can and will pay more fully and 
more regularly than under usual methods. In Ala- 
meda County nearly a quarter of the patients de- 
clared able to pay partial fees actually had paid 
nothing at all for the care they received during 
the year studied, and a still larger group had not 
even gone to the doctor to whom they had been 
referred. 

The more rapid growth of the work in Santa 
Barbara may have been significant of the funda- 
mentally different principle on which it was based, 
the definitely arranged schedules of hospital and 
professional charges, and the fact that a family did 
not receive particular consideration for a particu- 
lar illness at a particular time, but was handled in 
general on the less personal basis of income class. 

A pamphlet recently published by the American 
Medical Association, ‘““Health Insurance in Eng- 
land and Medical Society Plans in the United 
States,” brings together a discussion of the British 
system and brief accounts of the part-pay plans in 
San Diego and in Alameda County and the instal- 
ment payment plan used by the Wayne County 
Medical Society, Michigan, of which I have written 
elsewhere.’ In conclusion that pamphlet declares 
that these are “three plans differing widely from 
health insurance. The medical profession should 
know well the difference between the two. We can 
still choose. . . .” Elsewhere in medical circles 
there is frequent allusion to the work in San Diego 
or Alameda as an alternative to health insurance. 


Criticism Has Been Evoked 


Among the persons actually concerned with these 
plans, and still less among others in those communi- 
ties, I found little disposition to consider them as 
such. One physician who whole-heartedly ap- 
proved the work in his community and was aiding 
in its direction declared, “This is what the doctors 
always have done, except that now they can have 
a social service investigation to help them if they 
want to.”” A hospital social worker said, “It still 
is no help to the patient or to us or to families who 
cannot pay hospital costs at the time of sickness, 
and that means most people.” I heard a number 
of caustic comments, including some from physi- 
cians, that the upshot of the idea was to provide a 
collection agency for doctors and why not call it 
that? The far more general feeling among in- 
formed and impartial outsiders, however, was that 
here was a sincere experiment, significant in the 
practice in cooperation it provided for professional 
and lay groups, but not promising as a solution for 
the basic economic problems of sickness. 





1Ross, Mary, Sickness Bills by Installment. Survey Graphic; 24: 109, 
1935. 
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Is Postgraduate Work in 
Psychiatric Nursing 


Worth the Effort? 


nursing have been noticeably few. This has 

been due in large part to the prevailing atti- 
tude toward mental diseases and mental nursing 
but since the World War there has been a drastic 
change. The medical profession has recognized the 
fact that diseases of the mind and the body are 
acutely interdependent. Nurse educators are ad- 
vocating and devising means of providing expe- 
rience in mental nursing and postgraduate courses 
are being organized for this purpose. 

In considering the question of postgraduate 
work in psychiatric nursing, there are several 
points to be weighed. First, is there a need for 
nurses specially trained in psychiatric work? A 
number of years ago in mental hospitals the care 
of the patient was almost entirely given over to the 
attendant, who was in most instances neither an 
educated person nor one who had received any sort 
of training. As interest was aroused in the care of 
these patients, there sprang up the two-year schools 
in mental hospitals, which were organized with 
the idea of training the individual in the care of 
patients for a particular institution. As graduates 
of the two-year school supplanted in large measure 
the attendant, so the registered nurse is gradually 
superseding the two-year graduate. Medical sci- 
ence and research have recognzed the need of 
assistance from a group whose educational require- 
ments must perforce keep in step. 


Pp OSTGRADUATE courses in psychiatric 


One Nurse to 254 Patients 


In 1933 the average daily patient population for 
all hospitals for mental patients was 474,787. The 
number of hospitals for mentally ill patients at 
the same time was 621, making an average daily 
patient population for each hospital of 764.5. The 
number of general hospitals for this same period 
was 4,237, with an average daily patient population 
of 231,692, or an average daily patient population 
for each hospital of 54.6. During this same period 
there were 294,268 registered and student nurses, 
and of this number 1,870 were employed in the 
care of mentally ill patients, or one nurse to ap- 
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Superintendent of Nurses, Toledo State Hospital, 
Toledo, Ohio 


At one time patients mn hosprtals for 
the mentally il were under the care 
of untrained attendants. Reform 
movements produced the two-year 
training school. Now postgraduate 
schools in psychiatric nursing seem 
to offer help in this problem in the 
care of related mind and body illness 


proximately every 254 patients. The inference is 
staggering and conclusively answers the question. 

The second point to consider is whether or not 
the hospital has sufficient clinical facilities to offer. 
Is the patient being given the benefit of the best 
that science has to offer in laboratory routine, in 
treatments, in examinations, x-ray, occupation, 
recreation? If not, or if the care of patients has 
become only a part of a deadly routine, then the 
facilities are not sufficient for teaching purposes. 


The third point is whether or not the superin- 
tendent of the hospital considering such a course, 
is interested in nursing education. Here the picture 
again must take on a different aspect from that of 
former years. The nurse is being educated not for 
our own use, but for her own use. She may or may 
not remain in the institution in which she has re- 
ceived her training, but she is being given expe- 
rience which will be needful and invaluable in 
whatever type of work she undertakes or in what- 
ever institution she may work. 

The thoughtful superintendent of today realizes 
that the hospital for the mentally ill, more specifi- 
cally the state hospital, is inevitably linked with the 
general hospital as a vital center of community 
interest. In a broader sense must he also realize 
the hospital as a great teaching center, educating 
the public, aiding the patients in rehabilitating 
their lives and offering courses for the training and 
education of nurses. 
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It was with these ideas in mind that a three-year 
school of nursing was organized in the Toledo State 
Hospital, Toledo, Ohio, in 1930. This at once be- 
came the foundation for a postgraduate course. 

The three-year school seems a necessity in edu- 
cating young women whose special interest may 
be psychiatry, who may be employed as head 
nurses, supervisors, teachers and administrators, 
until the general hospital school by means of affilia- 
tion undertakes to give every student an oppor- 
tunity for experience in this work. 

A postgraduate course may be one of three types: 
(1) a refresher or reorientation course, devised to 
meet the demands of the nurse in general practice, 
to keep her up to date and in touch with newer 
ideas and methods in procedure; (2) a supplemen- 
tary course designed to round out the deficiencies 
in nursing school preparation ; (3) a specialization 
or advanced course to provide an opportunity for 
more intensive training on a higher level for nurses 
wishing to prepare themselves as specialists in one 
of the various clinical branches. 

Since a relatively small percentage of students 
receive more than a few hours of lectures in psy- 
chiatry during training, it seems that the refresher 
course is ruled out, leaving the supplementary and 
advanced courses. As the advanced course is de- 
signed for more intensive training on a higher 
level, it should rightfully come under the direction 
of a university school of nursing. This leaves the 
supplementary course — a postgraduate course in 
psychiatric nursing which will provide experience 
in an important branch of medicine not planned 
for in the average three-year school. 


Living Facilities Are Inadequate 


The details of planning such a course in post- 
graduate work are intricate and puzzling. Require- 
ments of the state medical board and the state 
board of nurse registration must be met satisfac- 
torily and experience has proved that there are no 
half-way measures in this regard. Perhaps in our 
state hospitals the greatest problem is a physical 
one, that is, the lack of proper living facilities. If 
the school is to attract the most desirable type of 
young women, living conditions must be made as 
attractive as possible and this can be accomplished 
only by stimulating sufficient interest so that ap- 
propriations may be made by the state legislature. 
The second paramount need is the administrative 
and teaching personnel of the school. The superin- 
tendent of nurses should be a person with previous 
administrative and psychiatric experience, who is 
a registered nurse, a college woman, if possible, 
capable of meeting the demands and requirements 
of the social, economic and educational world. Her 
staff must be composed of registered nurses and 
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she should be allowed the freedom and privilege of 
employing her own personnel. She should also be 
capable of teaching when necessary, although this 
should not be demanded of her as administrative 
duties require her entire time. 

The teaching staff should consist, as a minimum, 
of at least one full-time instructor and one part- 
time instructor. But in having only the minimum 
we find too often that we are barely able to meet 
the minimum requirements set up by the state 
board of nurse registration and it is best to go 
beyond these. At Toledo State Hospital we are 
particularly fortunate in having a full-time in- 
structor, a graduate from our postgraduate school, 
who has had several years’ experience both as an 
instructor and as superintendent of nurses. The 
nurse acting as first assistant is also first super- 
visor and a young woman of exceptional ability. 
She is a registered nurse and college graduate, who 
taught for several years before coming here and 
aside from her duties as supervisor spends several 
hours a week in the classroom during the school 
year. 


How the Supervisor Serves 


Our second assistant, who acts also as supervisor, 
is a registered nurse and a graduate of our post- 
graduate school. Her duties are entirely outside 
the classroom. Believing that the lack of personal 
supervision over students was one of our weak 
spots, we were able last year to add a teaching 
supervisor to our staff. This young woman is also 
a registered nurse who has had several years’ ex- 
perience as supervisor in a general hospital and 
some classroom teaching. She is a graduate of our 
postgraduate school. Her duties are to attend 
classes so far as possible, at least to keep in close 
touch with the instructor so that she may follow 
the student on the floor in her practical procedures, 
in conferences and in discussions, and stimulate 
interest and understanding between the nurse and 
the patient. 

Necessarily the work here started slowly. We 
were not able to place students on floors where a 
registered nurse was not in charge, but through 
some adroit changes, we now have registered 
nurses in charge and students on both medical and 
surgical floors, the women’s receiving hospital, the 
convalescent floor, the acute psychopathic ward, 
the suicide ward and the tuberculous ward. 

When the postgraduate course was first planned 
it was designed to cover a period of six months, 
and although at times it has been a temptation to 
lengthen it, for a supplementary course the length 
is sufficient. 

Postgraduate students receive experience on 
each of the above mentioned floors, as well as in 
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hydrotherapy, occupational therapy and the clinic. 
During this six months’ period, students are on 
eight-hour duty and cover approximately 148 hours 
of lecture in the classroom. Subjects covered in the 
courses are: abnormal psychology, 20 hours; anat- 
omy and physiology of the nervous system, 10 
hours; case study, 15 hours; hydrotherapy, 5 
hours; psychiatry, 30 hours; psychiatric nursing, 
including clinics and ward walks, 30 hours; occu- 
pational therapy, 6 hours; physiotherapy, 12 
hours; mental hygiene, 20 hours; a total of 148 
hours. 

It is presupposed in accepting students for post- 
graduate work that they are fundamentally inter- 
ested in psychiatric nursing; that they have had a 
thorough foundation in general nursing; that they 
are registered nurses, having successfully passed 
the state board examinations in the state in which 
they were graduated ; that they are physically and 
mentally fit for this type of nursing. Applications, 
physical records, school records and references are 
checked before a student is accepted and so far we 
have been fortunate in that we have had but one 
real misfit. Several students drop out at the end 
of a month or six weeks after having decided for 
themselves that their major interest was not in 
psychiatric nursing. Classes are entered twice 
yearly and before the September, 1933, class was 
formed, eighty-two applications had been received, 
as well as many inquiries. As the enrollment is 
limited this gives a wide choice. 

Is postgraduate work in psychiatric nursing 
worth the effort? From the viewpoint of the stu- 
dents, a thousand times yes. Their experience here 
has proved invaluable to them for they have 
learned to associate the body and the mind as an 


entity. One student wrote me not long ago, ““Hav- 
ing had this experience I cannot see how any of us 
could have called ourselves nurses without it.” 

From the administrative viewpoint, again yes. 
There have been black days and nights of discour- 
agement, but we are convinced that by virtue of 
the course our patients are receiving better nursing 
care, more intelligent supervision and greater un- 
derstanding than they did previously. The course 
has been the means of mutual stimulation between 
the members of the medical staff and the students. 
The staff has been most generous in giving time to 
the students in teaching and holding conferences, 
as well as giving clinics on postmortem examina- 
tions, and the students constantly strive to give 
the physicians the best service. Obviously the 
patient benefits. The Toledo State Hospital 
ranks among the best in the United States in its 
postgraduate work and this speaks well for the 
effort made. 

There is much that we can hope for in expand- 
ing the course of study. We do not advocate a post- 
graduate school in every state hospital for the 
mentally ill. We do advocate, however, when va- 
cancies occur in the personnel of a state hospital, 
the employment of registered nurses who have had 
experience in psychiatric nursing. We hope the 
future may see a superintendent of nurses in the 
department of public welfare, whose duties will be 
to direct and encourage a more adequate, more 
intelligent, more sympathetic and understanding 
care of mentally ill patients in all hospitals under 
its direction. We hope as well to see this nursing 
service extended for the benefit of men as well as 
women patients. 





1Read at the meeting of the Managing Officers Association, Toledo. 





Old Lobbies Can Be Improved 
at Slight Cost 


The hospital lobby should be well ventilated, light and 
spotlessly clean. If insufficient natural lighting is available, 
artificial lighting from well chosen electric fixtures will 
suffice, the committee on hospital planning and equipment 
of the American Hospital Association states. Qld wooden 
floors can be resurfaced or covered with one of the’numer- 
ous flooring materials. 


Badly worn and cracked floors of marble, terrazzo, con- 
crete or tile can probably be most economically and best 
treated by a covering of linoleum, rubber or composition. 
Many attractive designs are available in these materials. 
Before laying a new covering, the old floor should be leveled 
and all cracks, seams and joints filled with concrete so that 
the new surface will not present an irregular surface. 

A thorough cleaning of marble or tile wainscoting will 
restore much of the original appearance. The use of 
strong acid or alkali solutions should be avoided as these 
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attack the finish. Waxing or rubbing with a polishing oil 
adds luster. Well painted walls of light shades of tan, gray, 
blue or green are serviceable. The ceiling should be finished 
in colors that harmonize with the walls, but lighter in 
intensity. Stenciling or lines on the beams and panels per- 
mit effective decorations. 





__ How to Remove Stains 


To remove mercurochrome stains wash with ether or 
acid nitrate or use a solution of alcohol and hydrochloric 
acid, 5 per cent, according to a reference table in the thir- 
teenth. edition of The HospiTAL YEARBOOK. Properly 
treated most stains can be removed, particularly if they 
are cared for promptly. Improperly treated or allowed to 
stand too long they may be “set” for the life of the goods. 
A compilation of the best methods of removing forty-three 
different kinds of stains is presented in the table. These 
have been compiled from the experience of a number of 
large hospital and commercial laundries. 
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What Others Are Doing 


Say “Happy Birthday’ 
With a Gift 


Does your hospital need dish towels, 
or food, or sheets, or soap flakes, or 
even, perhaps, some money? Then 
have a birthday party. Hillsboro Hos- 
pital, Hillsboro, Ill., of which Mrs. 
Frank I. Clotfelter is superintendent, 
has a birthday party each year. 

On its nineteenth birthday, cele- 
brated in March, about 100 people 
attended the tea bringing gifts, and 
many who were kept home because of 
the stormy weather, sent gifts. Among 
the presents received were vegetables, 
dishes, bath and tea towels, sheets, pil- 
low cases, soap, canned fruit, jelly, 
preserves, dresser scarves, electric 
light globes, eggs, books, flowers, 
cheese, milk, bacon, and about $150 
which will be used to purchase beds. 

The hospital has a thirty-five-bed 
capacity. During 1934, 435 patients 
were admitted. 


Nursing School Graduates Flock 
to One-Day Institute 


An Institute of Nursing was held 
recently at the Vassar Brothers’ Hos- 
pital, Poughkeepsie, N. Y., under the 
direction of Joseph J. Weber, super- 
intendent, for the benefit of the grad- 
uates of the school of nursing and any 
other nurses who might care to attend. 

The institute was held at the request 
of many nurses who said that they 
had been out of school so long they 
were losing touch with modern meth- 
ods of nursing and medicine, and felt 
a definite need for a review of sorts. 

The hospital scheduled the institute, 
feeling that if twenty-five or thirty 
nurses attended it would be successful. 
Instead, eighty nurses registered at the 
meeting, and the staff felt their re- 
sponse would justify the presenta- 
tion of a similar program next year. 





Included in the day’s program were 
lectures on the modern method of diag- 
nosis and treatment of cholelithiasis, 
the liver treatment in pernicious ane- 
mia, modern methods of artificial res- 
piration, the education of the diabetic 
patient, anesthetics and their applica- 
tion to different types of cases, nursing 
procedures in obstetrics and the injec- 
tion treatment of varicose veins. Dem- 
onstrations of the Levine tube and 
other appliances were given, and a 
tour of the hospital included many 
special demonstrations in the operating 
room and the pediatric department. 


Work of Safety Patrols 
Promoted by Hospital 


An unusual method of participating 
in community welfare activities has 


’ been found by the Deaconess Hospital, 


Evansville, Ind. Like most other cities, 
Evansville has a group of school chil- 
dren organized as boy safety patrols. 
They assist other children across inter- 
sections before and after school and in 
other ways attempt to reduce the num- 
ber of automobile casualties. 

To encourage the work of the safety 
patrols Deaconess Hospital has offered 
its facilities as a meeting place. At a 
recent meeting at the hospital two boy 
patients who had been injured in acci- 
dents warned the other boys to profit 
by their mistakes. Talks were also 
given at this meeting by two traffic 
officers who had been victims of recent 
motor accidents, by the secretary of 
the Evansville Auto Club and by Al- 
bert G. Hahn, business manager of the 
hospital. The boys, who numbered 
about 250, were taken on a tour of the 
hospital at the time of this visit and 
were shown x-ray pictures of accident 
victims. 

In commenting on the cooperation of 
the hospital in the safety patrol work, 
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Mr. Hahn pointed out that it was build- 
ing good will for the hospital in a 
group that in a few years would be 
taking a prominent part in the com- 
munity life. “We are sure the boys 
were interested and impressed with 
the hospital,” Mr. Hahn declares, “‘be- 
cause they were so extremely well be- 
haved and attentive to all that was 
shown them. One might think that so 
many boys would disrupt hospital 
routine. On the contrary they were 
orderly and thoughtful.” 


A Memorial That Lives 


One morning in May, 1934, the su- 
perintendent of nurses of a New Jer- 
sey hospital was making rounds. In 
one of the rooms she came upon an old 
man, nearing the end of his days, 
moaning incessantly for “Mary.” As 
she stood by his bed and took his hand 
in hers, the moaning stopped and a 
gentle peace came over his face. To 
him she was “Mary.” Reluctantly the 
superintendent of nurses took herself 
away after remaining with him as 
long as she could. 

On her return to her office she 
found awaiting her an honored and 
valued member of the hospital’s board 
of trustees. His wife who had died 
a short time earlier had long been 
identified with the hospital, as well 
as with many other human services. 
To him the superintendent of nurses 
told the story of the old man. “I 
wish,” she said, “we had a nurse for 
just such cases! Someone to help the 
patients who do not have special 
nurses in their hours of need. Some- 
one to give not only nursing care but 
to help the forlorn and the critically 
ill over the rough places.” 

The trustee listened attentively and 
then spoke quietly. “I will be glad 
to support such a nurse on a salary 
basis in memory of my wife.” Since 
then the J. G. Memorial Nurse has 
been a busy woman. A fourteen-year- 
old girl had been assaulted. She was 
brought in suffering the great mental 
and emotional shock that follows this 
appalling experience. The nurse 
stayed by, helping her to recover from 
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Group of school children at Evansville, Ind., who are organized as boy safety patrols. 
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her mental and emotional as well as 
her physical hurts. The young mother 
of an eight-month-old baby had pneu- 
monia. The distracted husband could 
not afford special nurses. The Memo- 
rial Nurse took care of the patient 
for the four days before she died. 
She helped the husband in making his 
arrangements. Later he went to the 
office of the superintendent of nurses 
endeavoring to voice his thanks. “I 
didn’t know this world held such great 
kindness,” he said. 

This nurse is never idle. There is 
always someone who is forlorn or 
critically ill who needs a_ special 
friend, one with skilled hands and an 
understanding heart. The J. G. Me- 
morial Nurse is this friend. 


To Encourage Esprit de Corps: 
A Circular Letter 


Reprinted below is a copy of a hos- 
pital notice circulated to all employees 
of the Grady Hospital, Atlanta, Ga., 
by J. B. Franklin, superintendent. 
To: Department Heads, Grady 

Hospital, Atlanta. 
SUBJECT: Satisfied Employees 

Unrest and uneasiness on the part 
of employees are often due to an un- 
certainty and a feeling of insecurity, 
and these prevent a person from do- 
ing his or her best work. Fear makes 
for cowardice, uneasiness and dissat- 
isfaction; confidence contributes to 
strength, to pride, to an interest in 
one’s work, to loyalty and therefore 
to success. 

A constant nagging, driving, threat- 
ening attitude produces fear; a whole- 
some, kindly, helpful, encouraging 
and complimentary attitude drives 
away fear, makes one feel secure, en- 
genders a wholesome interest, and 
brings out the best there is in an in- 
dividual. 

A rapid turnover in personnel is 
upsetting to service, reduces efficiency, 
and adds to the operating cost. Rest- 
lessness and fear bring about changes. 
Let us try to build a strong Grady 
organization, composed of efficient, 
satisfied and happy people. To this 
end, let us be honest, sincere, kind, 
cooperative and in every way helpful 
to those working under us, and to 
other members of the hospital organ- 
ization in other departments. 

As a fact, we compose one big hos- 
pital family. Our family chain is no 
stronger than its weakest link. Each 
of us has a definite task, and each 
task requires the cooperation of other 
departments. The impotency of any 
one department reduces the efficiency 
of all. 

As a department head, are you do- 
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ing your best to make those under 
you happier, stronger and better? 
Do your employees fear and dislike 
you, or do they respect and love you? 
Are they loyal and contented? Think 
about this question, and then think 
about it some more. Is there room for 
improvement in your own attitude? 
In the language of our President, we 
want to display the attitude of a 
“good neighbor.” 


Kiwanians Enjoy Entertainment 
at Hospital 


Another means of interesting your 
community in the hospital serving it 
is that introduced by the Elmhurst 
Community Hospital, Elmhurst, IIL, 
when it began inviting the various 
service clubs in the town to hold their 
luncheons and dinners at the hospi- 
tal, and found that much favorable 
comment regarding the institution was 
the result. 

Recently the Kiwanis Club and the 
wives of its members held a dinner 
in the hospital dining room. Over 
sixty prominent members of the com- 
munity were present, and the short 
talks given by the hospital personnel, 
the chairman of the board of trustees 
and the women’s guild chairman were 
interesting and instructive. Some sta- 
tistics on aspects of the hospital’s work 
were quoted to give emphasis to the 
remarks. 

A tour of the hospital followed the 
dinner, with explanations by depart- 
ment heads regarding the functions 
and facilities of their particular de- 
partments. These dinners and lunch- 
eons are always so arranged by Dr. 
M. F. Heidgen, superintendent, that 
the guests become acquainted with the 
personnel and uses of the hospital. 


Mechanical Pencils Save Money 


Recently a large hospital which 
nevertheless watches its expenditures 
very carefully began an experiment 
in the use of mechanical pencils in the 
out-patient department and on one 
hospital floor. This experiment was 
run not because the total amount spent 
for pencils is a large annual charge 
but rather because the percentage 
saving looked interesting. 

The hospital started with eighty- 
three pencils all marked with the hos- 


pital name and each bearing a number 
from 1 to 83. As the pencils were is- 
sued the number of the pencil given 
to each clerk was recorded. 

During the month of February the 
cost of leads and erasers for the 


eighty-three pencils was fifty-five 
cents. This compares with the aver- 
age monthly cost of $2.14 for the same 
eighty-three clerks while using cedar 
pencils. The first cost of the mechan- 
ical pencils lettered and numbered was 
8 cents each or a total of $6.64. As- 
suming that the average life of each 
pencil is one year the comparison 
would be as follows: first cost of me- 
chanical pencils, $6.64; cost of lead 
and erasers for year, $6.60; total an- 
nual cost, $13.24; cost of cedar pen- 
cils, 12 months at $2.14 per month, 
$25.68—a net saving of nearly one- 
half. 

There is of course another minor 
economy in mechanical pencils—the 
saving in cost of pencil sharpeners 
and the time spent in sharpening the 
wooden pencils. 

Since some mechanical pencils have 
been in constant use for five years, 
certainly the average life of the me- 
chanical pencil should be not less than 
one year, thus still further increasing 
the percentage saving. 


Linen Guild Gives Valuable 
Help to Hospital 


A group of women have been en- 
listed in the linen guild of Columbia 
Hospital, Milwaukee, who agree to 
give $10 apiece each year to help fur- 
nish the hospital’s linens. This is the 
tenth year of the linen guild’s exist- 
ence according to Earl R. Chandler, 
superintendent. 

In 1934 the guild presented the hos- 
pital with $675. The presentation was 
made by Mrs. J. W. Mariner, whose 
husband was one of the founders of 
the institution in 1908. The hospital 
also recently received $10,000 from 
Mr. Mariner’s estate. 

Another recent gift to the hospital 
is money for the complete moderniza- 
tion of one of the operating rooms in 
its old building. Dr. S. J. Seeger, 
chief of staff, has agreed to meet the 
cost of enlarging the room and fur- 
nishing it with new equipment. The 
cost will probably exceed $2,500. 


Probably you can think of one or more practical ways to 
save time or increase efficiency. The Modern Hospital 
will welcome your ideas to put before other hospitals 


45 


—) 























f & the reception room provided for 
private patients blue and gray tones 
are effectively combined. Gray marble 
covers two-thirds of the walls and 
meets the beautiful medium blue used 
on the upper part of the walls and on 
the ceiling. A linen rug in a blue and 
gray plaid design carries out the color 
harmony, as do the deep blue leather 
chairs and benches. This upholstered 
furniture was specially designed to 
scale for the hospital by the decorator. 


Tie private room shown here has pale 
dusty rose furniture, harmonizing walls 
and an easy chair and ottoman uphol- 
stered in cinnamon brown leather. 
Window draperies are uniform 
throughout the building. They are of 
natural colored crash, the appropriate 
color accent being given by tailored 
bands. Windows in patients’ rooms are 
equipped with a patented sash which 
pulls protective screens into place 
whenever a window is opened. In the 
main lobby (left) the walls are begonia 
pink, a pleasing contrast to the royal 
blue leather upholstery. The specially 
designed table tops are of acidproof, 
fabricated cork, in light maple tones. 
































Henrotin Blends Beauty and Service 


By VERONICA MILLER 











Superintendent, Henrotin Hospital, Chicago 


N FEBRUARY 18, Henrotin Hospital ac- 
tivities which since 1907 have centered in 
an old style six-story building at LaSalle 

and Oak Streets, Chicago, were transferred into a 
modern five-story structure. The old building is to 
be razed as soon as possible, and the frontage land- 
scaped. Architects for the new building were Hola- 
bird and Root. The consulting architects, Berlin 
and Swern, made the preliminary layouts 

Hospital equipment, practically new throughout, 
has been accurately correlated to fit into precise 
investigative routines and new alignments of de- 
partments have been developed to expand diagnos- 
tic services. Ambulatory groups and private pa- 
tients of physicians on the staff may now command 
the same research facilities which hitherto were 
available to resident patients only. 

The bed capacity of the institution has been in- 
creased from 75 to 104, exclusive of 20 bassinets. 
The maternity department has been separately or- 
ganized and placed in a wing physically detached 
from other patients. Special services in surgery, 
cardiac work, metabolic study and electro-thera- 
peutics are better manned and more closely articu- 
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lated for collaboration on the part of the medical 
and surgical staff than has been possible before. 

Modern Henrotin retains intact its traditional 
responsiveness to advances in medical thought and 
practice. It is interesting to trace the close parallel 
that has always been present between the succes- 
sive internal changes in administration and the 
progressive developments in scientific medicine. 
Between the years of 1890 and 1918, the post- 
graduate medical school was the most prominent 
activity under our earlier incorporation as the Chi- 
cago Policlinic Hospital. 

When graduate study gravitated toward uni- 
versities, Henrotin Hospital ‘ogically turned 
toward developing improved bed services and diag- 
nostic aids. What has happened to Henrotin and 
what is happening to hospitals of this size all over 
the country offsets the tendency of science to over- 
specialize in strict research divisions. Medicine 
here functions effectually through collaboration in 
the full interest of the patient. 

The cubage of Henrotin’s new building is no 
more than it was in the old, but functional plans 
work out a much more efficient utilization of space. 
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Central administration promotes compactness, 
clears traffic channels, directs easy communication 
and eliminates waste. Instead of closets, steel 
wardrobes have been built in. The space so saved 
reduces materially the cubic foot cost of the build- 
ing. Specially designed cabinets are mechanical 
organizers of internal work. The present structure 
represents a 25 per cent saving in costs per bed 
over bids received on an earlier plan some years 
ago, while the staff is able to handle the work more 
easily than it did in the old hospital. 

Building economies of this type represent a fa- 
vorable trend among hospital groups to weigh 
expenditures more carefully and to demand effi- 
ciency. This is important now that general hospi- 
tals everywhere are carrying excessive service re- 
sponsibilities in the face of shrinking revenues. 
Free medical service at Henrotin last year mounted 
beyond $20,000, a sum which is probably unequaled 
by any other unendowed institution in Chicago. 
During the course of building construction every- 
thing that entered into overhead, budgets, physical 
backgrounds of service and personnel underwent 
a new analysis. Every problem of management 
reflected in the physical plant was faced squarely. 

During the building period the hospital staff was 
reorganized. The board of trustees consists of six 
physicians and five laymen, and has had a lay presi- 
dent since 1924. Appointments to governing boards 
are not limited as to time of service. This promotes 
stability and builds up a feeling of responsibility 
on the part of committee heads. To the administra- 
tive committee are delegated the responsibilities of 
clearing all matters that relate to administrative 


and financial policies. A medical executive com- 
mittee meets once a month and has charge of all 
problems relating to medical activities within the 
hospital. All committees are working committees, 
no list has been acquired for ornament. 

The new Henrotin represents ar investment of 
approximately $600,000, including furnishings and 
equipment. The building fund represents the pro- 
ceeds of two building campaigns widely separated 
in point of time, together with a cash award re- 
ceived from the city when LaSalle Street was wid- 
ened some years ago. The building as it stands 
today is free of debt ready to face new adjustments 
unhampered by financial obligations of the past. 

For a 100-bed institution giving general hospital 
service, Henrotin is unusually self-contained. Vac- 
uum heat, using oil for fuel, is operated with clean- 
liness and a maximum degree of automatic regu- 
lation in a space saving arrangement. Radiators 
of the panel type are recessed in many of the more 
important rooms. Air conditioning was given a 
clinical test, and single portable units were used 
with such approval that equipment was set and 
T-joints placed to supply fully conditioned air at a 
somewhat later date to patients’ rooms on the sec- 
ond, third and fourth floors in one wing of the 
hospital. 

The basement laundry is equipped with two 
washers, two extractors, two compressed air iron- 
ers, a large mangle, a steam press and special 
blanket driers. All laundry work, including uni- 
forms, is accounted for in pounds by each depart- 
ment. There is a central drug dispensary and a 
water softening plant. The physiotherapy depart- 





On each floor to the left of the elevator is a pleasant waiting reom for visitors, artistically furnished. 
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A special feature of -the surgical 
department is the Harris amphi- 
theater, with its overhead observa- 
tion gallery. The lights are of the 
flush type, with recessed fixtures, 
and are equipped with prismatic 
lenses which concentrate shadow- 
less light on the operating field. 
The gallery seats sixteen persons. 


ment wiil provide for the routine 
use of violet ray treatments as 
cold prevention among hospital 
employees. The interior has been 
made beautiful in its appoint- 
ments without any flaunting ele- 
gance, and future expansion can 
be arranged without disrupting 
the fundamental scheme. 
The hospital kitchens have been 
planned with great regard to time 
saving, space saving economy. 
Diet and general kitchens adjoin 
one another. All utensils are of 
stainless steel. The main kitchen 
is equipped with a milk urn, com- 
bination coffee urns, an electric 
toaster, a serving counter, a pot 
sink, a pan rack, two doubie deck 
shelf gas ranges, a gas range with 
a salamander broiler, one stove 
and roaster, one baking and roast- 
ing oven, a steam kettle, a cereal 
cooker, a potato peeler, a mixer 
with accompanying fittings and a 
vegetable sink. The diet kitchen has its own range 
with salamander broiler, a special steamer and a 
tray rack, allowing it to take care of its own return 
trays. The dishwashing room has racks all around 
for systematic handling of properties. The soiled 
dish counter connects by chute to a refrigerated 
garbage collector in the basement where garbage 
is frozen before being taken to the incinerator. 
Central refrigeration of the carbonic safety type 
has ten tons melting capacity per sixteen hours’ 
operation. The eleven cold storage cabinets pro- 
vide a flexible use of refrigerated space with auto- 
matic regulation. The separate refrigerators in- 
clude a freezing box within the meat storage room, 
a daily supplies storage, a vegetable and fruit 
space, a salad counter, a kitchen service box and 
a service station. Basement refrigeration takes 
care of the ice storage, the garbage refrigerator 
and the morgue. When air conditioning is installed, 
a separate refrigerating unit will be necessary. 
Circulating ice water is piped to all parts of the 
building. There are self-contained refrigerator 
units in the diet kitchen (8.2 cubic feet), the milk 
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refrigerator (12.5 cubic feet), the laboratory unit 
(12.5 cubic feet), and the pharmacy (5.1 cubic 
feet). 

The building design revolves around the plan 
for central administration. The arrangement of 
rooms is highly compact, and the direct command 
by central stations of every work portion of the 
hospital simplifies all processes of time and com- 
modity checking. 

The Y-shape of the building orients it for light, 
and the light values, together with the segregation 
of departments physically separated by branches 
of the Y, influenced the color plan by which the 
intensities, sequences and tone relationships of 
color treatment of walls and furniture bind to- 
gether the several working units. 

Business offices at the central portion of the 
building on the first floor, and nurse control sta- 
tions on other floors, command the entire range of 
work activities through halls of minimum length. 
A mechanical switch intercommunicating tele- 
phone system separates incoming calls from intra- 
mural service and from calls which originate in 
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patients’ rooms. All calls 
are strictly private. 

The first floor of Henrotin 
Hospital presents several 
unusual features. The stem 
of the Y represents the main 
entrance on the LaSalle 
Street front. The reception 
room is pleasing, but not at | 
all self-assertive. It is dis- 
tinctly modern, with the 
simplest forms in furniture. 

The plain walls are in pale but warm tones which an- 
swer a Sort of glow in the oil-stained wooden doors 
and wainscot. The vista through the hall beyond is 
cheerful and inviting, repeating with interesting 
accent the high blue color of the reception room 
upholstery and the lambent tones in the woodwork. 

All business activity centers in offices located in 
the central portion of the first floor of the building. 
The dietitian’s office opens from the main reception 
room to the south. To the north is an entrance by 
way of the drug room into the Oak Street reception 
room provided for private patients of physicians 
on the staff. Their offices in this location adjoin 
the physical laboratories and thus bring to general 
practice the full facilities of hospital laboratories, 
x-ray equipment, complete heart and metabolic sta- 
tions and physical therapy. 


Kitchens and dining rooms are on the first floor, 
adequately segregated between the dietitian’s office 
and the ambulance entrance. Floors two, three and 
four are operated from nurse control stations at 
the central part. The halls radiate in three direc- 
tions to segregate again into service or price group- 
ings in a manner that aids in work plans and pre- 
vents confusion and cross traffic. Private rooms 
are farthest from the central stations where the 
traffic is greatest and ward rooms are closest. 















































Dip Room I 


DJtoon 
a = 





les ietewpenTs L 


| 


Vol. 44, No. 5, May, 1935 


WeEstT 
Coreipor 


Fifth floor. 





Sse varoR/ / Arevaron oust, O 













| 








Pa 


GO GENERAL LABORATORY DeELivtay Room 
Room 








“a 


StROLOGY 






































Room A LIL ICI 
L000 Dark 
CHEMISTRY Boon 
™ 
ee wees ANTL ROOM 
Att 2 an 
masts ING wTe Repa 
Room aoe 
OBSTETRICAL . DELiIvery 
coraeioon - Room 
] 
STOR t 
y oD & toon 
SOuTH Snowe pe = 
coRrrivor Rm. « conocer 
\ 
A RO 
SURGICAL Aa 


GAS TANK 





Store 


OBST. 
Room DEPT.OFFICE 


No ward contains more than 
four beds. Each room has its own 
utilities. No bath opens into two 
patients’ rooms. An interesting 
feature of the building is a 
double door arrangement into 
patients’ rooms, permitting a 
large opening when necessary, 
but one is kept locked and only 
the small size door is used for 
ordinary traffic. The same ar- 
rangement provides a sort of 
lobby into patients’ rooms which deadens sound 
and will be useful as insulating space when air con- 
ditioning is undertaken. The large door swings 
back to form a private workroom in utility space. 

The building is sound resistant and vibration- 
proof where necessary. All windows in patients’ 
rooms are equipped with a patented sash which 
pulls protective screens into place whenever a win- 
dow is opened. No bars are necessary for patients 
cannot fall from the windows of these rooms. So- 
lariums are provided and there is ample roof space. 


This modern 
oxygen tent is 
on hand for 
use in oxygen 
treatments. 
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One operating room has been named in honor 
of Dr. M. L. Harris, surgical head of the institution 
for thirty years. This suite has an operating thea- 
ter equipped with an overhead observation gallery. 
The operating surgeon talks through a microphone 
for the benefit of visiting surgeons. Operating 
rooms are lighted with flush type, recessed fixtures, 
equipped with prismatic lenses to control and con- 
centrate light without shadows on the operating 
field. Each operating unit is complete with spe- 
cial utilities. One sterilizer serves all surgeries, one 
is exclusively for obstetric service, and there is a 
central sterilizer in the basement. 

The consultant on interior decoration, Florence 
L. Martin, has carried through a color plan which 
is consistent throughout, from the color tones of 
curtains and walls and the pointing of bricks, to 
the mixing of pigments for wood stain and paints 
for metal trim. Even the built-in cabinets depart 
from factory formulas and become important in 
the color scheme. The entire interior is modern, 
but not flagrantly so. 

Color reaction is therapeutic as well as esthetic. 
Any beneficial effect of color must register at once 
on hospital patients whose stay is usually short. 
Therefore plain tones have been utilized to avoid 
ambiguity, and large unbroken color masses em- 
ployed to achieve unity. When variety is desired, 
we have not been afraid to use emphatic accent. 
Curtains are plain throughout, with tailored braids 
which are specially designed and tested as sun- 
proof and waterproof. All dyes and pigments used 
were first tested for sun and artificial light effects, 
for durability and for juxtapositions. 

Consultant service is needed on decorative mat- 
ters within the hospital, and this technical advice 
is just as necessary in the choice of color plans for 
ceilings of the laundry as it is for effects worked 
out for mere display. This service has money value. 


Furniture Designed to Scale 


There is little opportunity for artistic expression 
in hospital furnishings, but the unity of plan and 
the eminent suitability of furnishings used, achieve 
a definite beauty. Furniture to scale is possible and 
necessary in modern buildings of this type where 
ceiling heights do violence to the proportion of 
stock sizes in old types of hospital furniture. 

In choosing furniture for the patients’ rooms, 
a matched chair and ottoman were selected. In 
some rooms the built-in cabinets make a dresser 
unnecessary and enable a better chair to be pro- 
vided. The easy chair is, next to the bed, the most 
important piece of furniture for the patient’s com- 
fort. All beds permit easy and quick adjustment 
to required surgical positions. The equipment is 
standardized, but it is not standardized to ugliness. 





Fundamental economy in hospital building is 
not a simple thing to achieve. A balance has to be 
effected between things desirable from the view- 
point of the staff and the patrons and the hundreds 
of new developments ably presented with unremit- 
ting pressure by the trades. One strives to build 
efficiently and never can be certain that the net 
result of beauty will evolve under general service 
conditions. When the project is complete, there is 
a feeling more of relief than of exhilaration. It 
seems enough for the moment at least if a balanced 
and organized background for work has resulted 
from the anxious months of speculative planning. 


Space Has Been Well Utilized 


Dr. C. W. Munger, director, Grasslands Hos- 
pital, Valhalla, N. Y., who was chairman of the 
American Hospital Association’s committee on 
building in 1934, contributes the following com- 
ments on the design and arrangement of the hos- 
pital based on his study of the text of this article 
and its accompanying illustrations. 

“The description and plans of the new Henrotin 
Hospital are interesting. It seems to be essentially 
a Bacon Plan hospital with unusual adaptation of 
the plans to the site. Interior arrangement gener- 
ally is excellent. The Y-shaped building is admir- 
able from the point of view of supervision. The 
irregular shapes of many of the rooms are to be 
debited to the Y-shaped plan, however. Available 
space has undoubtedly been well utilized. 

“The hospital lobby, from the photograph, 
seems very attractive. The information desk does 
not open directly upon this lobby and apparently 
leaves it without any particular supervision. This 
is to be regretted. The superintendent’s office and 
several other rooms open on a small light-court on 
the first floor and have no real outside exposure. 
This undesirable feature may be less serious in fact 
than it appears in the plans. 

“Arrangement of operating and delivery rooms 
is very good. One would question whether five op- 
erating rooms and two delivery rooms are neces- 
sary for a 104-bed hospital. Quite possibly these 
suites were designed with an eye to future addi- 
tions to bed capacity. The location of the labora- 
tory, although entirely separate from the delivery 
room corridor, is close to it. Such would probably 
not meet the wishes of those who advocate com- 
plete segregation of obstetrics from other hospital 
activities nor is it consistent with the careful segre- 
gation elsewhere in the building of obstetrical from 
other patients. I believe it a satisfactory arrange- 
ment, however. 

“From the description and the plans it is evi- 
dent that this building is utilitarian, attractive 
and a noteworthy addition to Chicago hospitals” 
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Distinguished Service — 
By Community Relations 


two almost completely opposed views pre- 

dominate in the hospital field—the one, iso- 
lation, the other, that of aligning the hospital with 
community activities having similar aims. 

The isolation policy promotes intensified study, 
administration and work within the specialized 
field of hospital functions alone. It assumes that 
if the hospital does its specific job well—and all 
other institutions do their jobs well—the greatest 
progress automatically obtains. Within limits this 
is sound. 

Eventually, however, it leads to an attitude of 
indifference regarding the cooperation of one hos- 
pital with another and the cooperation of hospitals 
generally with other public health agencies and so- 
cial service, until finally it actually causes some 
managements to shy at and refuse even the most 
fundamental cooperative efforts. This policy has 
an organic weakness. It pretends that one institu- 
tion, the hospital, may, without regard for the over- 
lapping functions of other social agencies, define 
its own function clearly. 


U' DER the economic pressure of these times 


Hospitals Should Be Good “‘Mixers”’ 


The stress of these times makes it imperative 
that hospitals should cease to be walled towns. They 
must intimately utilize other local agencies.! Too 
many times have hospitals been lone workers when 
better results might have been obtained through 
cooperation with other social agencies interested 
in community programs. Hospitals should be rep- 
resented whenever possible in community health 
programs and every opportunity should be used 
to work with medical associations, county organ- 
izations and private agencies in improving social 
conditions.? The cloistered position is ineffective. 

The second policy, then, is that of broadly relat- 
ing the hospital to all social activities in the com- 
munity which overlap its functions. Most hospital 
leaders favor this course. 

The thought expressed most frequently is that 
fast changing social conditions must be faced and 
met by corresponding changes in hospitals.*: * More 
far-sighted planning will have to be done than has 
been done in the past.’ The hospital should encour- 
age close and cordial relations with health and 
medical associations and should promote effective 
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T hese changing times demand a new 
social and economical viewpornt from 
the hospital. It can no longer remain 
isolated 1n the heart of a community, 
centering itself within its walls. Co- 
operation with other social agencies 
has become vital, says this second 
article on distinguished service 


public relationships.*? Hospital services must be 
integrated with related social services* if the hos- 
pital is to take an important part in the establish- 
ment of social security for all. It is especially 
pointed out that hospitals in large cities should 
take an interest in all community affairs connected, 
directly or indirectly, with public health and medi- 
cine’ and this ought to be equally important in rural 
hospitals. It is generally agreed that independent 
hospitals will make their way from now on in pro- 
portion to their capacity for analyzing the needs 
of their community and devising methods of meet- 
ing them.’ '* One observer suggests that right 
now further standardization should be standardi- 
zation for community service.’ 

Specifically, there is a widespread demand that 
hospitals, through their out-patient departments, 
enter into active cooperation with each other and 
with all accepted public health agencies in their 
community.’ * Direct leadership assumed by hos- 
pitals can often change a hit or miss community 
health program into a well directed positive plan." 
It is suggested that hospitals unite in a community 
health council and study the needs of the area and 
the existing facilities to meet them." 

Working arrangements between hospitals and 
boards of health are deemed advisable, and in one 
instance the suggestion is made that hospital super- 
intendents should be members of the board of 
health.’* Concrete service which could be rendered 
to the health departments by hospitals is the pro- 
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vision of adequate laboratory service at cost,’ for 
in smaller cities adequate laboratory facilities are 
frequently not maintained by health departments. 
Some go so far as to suggest that in smaller cities 
and towns, hospitals should house all accredited 
agencies having to do with the health of the com- 
munity,?*?® including the visiting nurses’ associa- 
tion. In large cities this organization might estab- 
lish local units in various hospitals.2° 2+ All these 
would be coordinated through the out-patient de- 
partments. 

In smaller communities, and indeed even in large 
cities, the hospital out-patient department, the pub- 
lic health department and the visiting nurses’ asso- 
ciation should have a cross reference system in 
operation among them. Then when an out-patient 
department discharged a case it would be picked 
up by the visiting nurse service or public health 
department. In any event discharged cases should 
be referred to the proper social agencies after the 
hospital’s direct interest has ceased, so that a suit- 
able agency may take up the work where the hos- 
pital leaves off. Some suggest that the hospital 
should employ a thoroughly trained social worker 
to be assigned to work in the central or district 
offices of the council or union of social agencies to 
interpret the work of the hospital and act as liaison 
officer between the hospital and other social agen- 
cies. In some instances it is being demonstrated 
that this method of working together benefits all 
the organizations concerned and that in these cases 
the public shows great interest in a unified health 
program.2® 2% 24, 25 

Parallel with these ideas is a distinct need for 
clearer and closer definitions of the relationship of 
private and public philanthropy and the fields of 
operation for the voluntary hospital and the gov- 
ernment hospital.® 


One Reason for Vacant Beds 


There has been a tendency for all hospitals to 
become general hospitals. Many which started out 
in specialized fields, such as maternity or children’s 
service, have increased their scope so that annually 
we have more general and fewer specialized insti- 
tutions. There has been a tendency for general 
hospitals to become active in specialized services 
and these trends have been responsible for many 
unoccupied beds. This means increased costs. 

In this particular problem and in many others 
there is great need for hospitals to work together. 
After all, hospitals in a community are engaged 
in a common enterprise and the interests of the 
public are paramount. Among hospitals in one 
area there should exist a cooperative rather than 
a competitive attitude, and anything which can 
bring about cooperation in behalf of the public is 
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of greatest value not only to the whole community 
but to the individual hospital.?’ 2% 2° 8° 

It cannot be assumed that hospitals will always 
see this need even when it exists plainly. Often it 
is difficult to get hospital boards to accept sugges- 
tions of a constructive nature if the ideas are pro- 
mulgated by other hospital people and in such a 
situation, it might be that suggestions from an 
interested public would stir up more action. 

Hospital boards, and particularly hospital staffs, 
are loath to lose their individuality which they feel 
may be jeopardized by cooperative moves. In many 
places the problem is such that narrow sentiment 
should no longer act as an obstruction to commu- 
nity welfare. If this is not realized, the public 
should take action. Frequently an independent 
survey making impartial recommendations with 
regard to the exact status of voluntary hospitals 
and the way they serve the community would bring 
about some interesting and productive results. Hos- 
pital boards could not ignore this public opinion.” 


Hospital Councils Widely Endorsed 


As these suggestions for better hospital service 
were being assembled it became obvious that most 
respondents believe the hospital council is the most 
effective mechanism for hospital cooperation. Some 
believe that every city of any size should organize a 
council and that it should not come into being with 
the idea that it is to serve the member hospitals 
alone but that its first objective should be improved 
service to the community.” 26 28 34 

Developments along this line during the past 
few years have been truly encouraging. They come 
at a most appropriate time, for if hospitals are to 
adjust themselves to changes there will be need 
for more and more cooperative effort.2* The Cleve- 
land council is the one to which reference is repeat- 
edly made. 

Two other matters of general policy in hospitals 
come up at this time. The first of these suggestions 
is that voluntary hospitals should set about by 
every means at their disposal to establish a better 
basis of support for charitable work. In the past 
voluntary hospitals have received funds for this 
work spasmodically. It is generally recognized that 
they must extend charitable work, yet no continu- 
ally reliable method of financing it has been 
evolved.*? This is a crucial problem today. 

The other suggestion is that boards of trustees 
should make a canvass of all possibilities of re- 
financing any capital debts now burdening their 
hospitals. At present many such debts might be 
refinanced at considerably lower rates and pro- 
longed periods of amortization. This in turn would 
reduce overhead operating costs.?® 

While in the main all constructive moves in the 


The MODERN HOSPITAL 





sed 


a, RRR aE 


Ts a " 


ry a sere 


AAR ae ese ey nn oI 


—— 
ane Mina 








ee 











hospital field are made to improve service, the 
problem we face today is that of reducing costs 
and making them more equitable. The majority of 
low and middle income citizens cannot under pres- 
ent circumstances and arrangements pay for the 
hospital service they need and do not get. Costs 
must be reduced and made easier to pay.® ** *4 
Until hospitals can effect necessary economies, 
further public confidence cannot be expected.** 

Many different methods of reducing costs or 
making them easier to pay are being attempted. 
The San Diego Medical Society sponsors the Cen- 
tral Clinic Service which maintains a sliding scale 
of charges for health services. 

Many hospitals are trying the flat rate method 
of charge, particularly for maternity service. Four 
such hospitals came directly within observation in 
this survey. Some hospitals are experimenting 
with flat rate charges for all services, and in most 
instances the result is increased patronage.**: *®. 4° 
The charges vary greatly in amount. Sometimes a 
fee for the family physician or obstetrician is in- 
cluded in the charge. In several instances hospitals 
have lost money when flat rate services were kept 
up to standard. Some believe that while we should 
experiment as widely as possible with flat rate 
charges, we are liable to find them to be not much 
more than arbitrary accounting.** 

Others believe that the establishment of hospital 
controlled funds (not for profit) from which needy 
persons may borrow at low rates of interest to 
finance hospital service are a long step in the right 
direction.'"* The work of the Cleveland Hospital 
Finance Corporation is again cited.* 


Group Hospitalization Coming Into Its Own 


But by far the greatest number of those who dis- 
cuss hospital service costs recommend group hos- 
pitalization as the solution of the problem... ® 7: 2%, 
26, $2, 42, 43,44,45 This method spreads hospital costs 
not only over a period of time but over a large num- 
ber of income producing individuals and families. 
Although the idea of group hospitalization had at 
first to overcome a great deal of latent resistance 
and inertia, it is widely accepted now as the one 
best method of placing hospital service costs within 
reach of the great majority. Putting the idea into 
operation has also been a difficult task in many 
places, but it is becoming easier with experience. 

One difficulty encountered has been that in the 
face of unknown costs the figures for the service 
have been too high.'* 

Another and perhaps the greatest difficulty in 
putting the group hospitalization plan into effect 
has been that properly organized and directed 
sales and promotion programs have seldom been 
undertaken." Hospital personnel are rarely quali- 
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fied and able to undertake effective campaigns for 
sales and promotion of this or similar ideas. There 
are available, however, firms and individuals who 
are well qualified in general research, planning, 
and promotional work for hospitals. These may be 
employed on a straight salary or retainer basis, 
thus eliminating any accusation that the plans are 
organized for private profit. 

In the long run group hospitalization may be 
expected to accomplish three things: (1) bring 
hospital care within the reach of the citizen who 
desires to be self-supporting and refuses charity; 
(2): increase the use of hospital facilities, and (3) 
stabilize the income of hospitals.** 
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NATIONAL HOSPITAL DAY 
May 12 











A the top of the page is 
shown a group of mothers 
and babies who attended an 
anniversary party at Copley 
Hospital, Aurora, Ill., on Na- 
tional Hospital Day... . 
Nurses’ uniforms of the 1900 
peviod are shown above and 
on the left are two junior 
alumni of the Lutheran Hos- 
pital, Brooklyn, New York. 
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The annual Florence 
Nightingale Service is held 
every year at the Cathedral 
of St. John the Divine, New 
York, on the Sunday that 
falls nearest to May 12, 
Florence Nightingale’s birth- 
day. Red Cross nurses, pub- 
lic health nurses and nurses 
representing nursing schools 
from all over the country 
attend, wearing their distin- 
guishing uniforms and caps. 
Large groups of student 
nurses are also present. In 
the lower picture. is seen 
against the black drop one of 
the tableaux presented at St. 
Vincent’s Hospital, New 
York City, last year on Na- 
tional Hospital Day. It 
shows a hospital room of a 
century ago contrasted with 
a hospital room of today. 
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Someone Has Asked— 


Should the Hospital Engage 
Summer Interns ? 


Some institutions make a practice 
of engaging senior medical students 
to serve on regular intern assign- 
ments during the summer months. 
Such an arrangement makes possible 
the carrying on of regular services 
without interruption during the vaca- 
tions of the regular staff members. 
To be sure such junior interns must 
be carefully selected in order to pre- 
vent the acceptance of young men 
who might fail to observe hospital 
regulations or might not fit into hos- 
pital routine. From the _ student’s 
standpoint a summer spent in the 
hospital is a profitable investment. 
Working under supervision these 
young men and women are able to 
gain experience not procurable in any 
other way. 

There is still another angle to this 
matter. Carefully selected and super- 
vised summer interns make excellent 
material for the regular intern group. 
This plan when properly organized 
thus acts as a training school for in- 
terns for the coming year. In some 
cases it has been thought that the ac- 
ceptance of summer interns discour- 
aged the application of others for the 
regular examination. This, however, 
need not be the case and the contract 
which the summer intern signs should 
state that he expects no preference to 
be shown him in the coming contest 
for places on the intern staff and that 
if he should secure such an appoint- 
ment it will be as a result of winning 
in open competition with others. 

The summer intern system is rather 
to be commended and is another con- 
tribution the hospital may make in 
preparing young doctors for future 
service to their communities. 


When May a Ward Patient Be 
Transferred to a Private Room? 


In asking this question the superin- 
tendent explains its origin. In his hos- 
pital, accident patients are frequently 
admitted to the surgical ward after 
having received emergency treatment 
in the receiving ward. In some in- 
stances extensive emergency surgical 
treatment has been necessary and has 
been promptly given by a member of 
the visiting staff. 

Within twenty-four hours after the 
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reception of such a patient it is not un- 
common for a request to be received 
for the transfer of the patient to a pri- 
vate room under the treatment of the 
family physician who enjoys courtesy 
staff privileges. The staff surgeon ob- 
jects to this procedure because not only 
was no charge made for the operating 
room and for the other services usually 
rendered on a fee basis to private pa- 
tients but also the surgeon received no 
recompense for his services. 

Such a practice would appear to be 
actually if not deliberately evasive. In 
some instances, no doubt, the family 
physician requests or is asked to as- 
sume charge of treatment. In others, 
the patient is deliberately admitted to 
a ward, receives surgical care and then 
is transferred to private quarters to 
convalesce. It is a rule in most institu- 
tions that no patient may be trans- 
ferred from a ward to a private room 
until all the financial obligations are 
met that have been incurred as a result 
of ward care. When the reverse is true 
and the request is made for the trans- 
fer of a patient from a private room 
to a ward bed, it is customary to re- 
quire that all expenses incurred in this 
type of care be met before the permis- 
sion is given. 


Is a Direct Exchange System 
for Supplies Profitable? 


Hospitals in their search for meth- 
ods of economy have properly turned 
their attention to checking the effi- 
ciency of the purchase, storage and 
issuance of supplies. Long before the 
present economic stringency, many in- 
stitutions prepared lists of expendable 
and nonexpendable articles, requiring 
that nonexpendable articles considered 
useless because of breakage or wear 
should be returned to the storehouse 
before replacements were made. 

A nonexpendable list, of course, in- 
cludes articles of such value and use- 
fulness that they tempt those inclined 
to dishonesty or create a considerable 
loss to the hospital when broken or 


mislaid through carelessness. Such a 
list includes all types of glassware, ex- 
cept perhaps such articles as catheters 
and feeding tubes, surgical instru- 
ments and all other equipment which 
is of similar type. 

Enforcement of this replacement 
principle may be carried to an ab- 
surdity, however. When such articles 
as medicine droppers, feeding tubes, 
glass catheters, nipples, orange wood 
sticks and nail files are included in 
this list, the amount of nurses’ time 
required to check and inventory these 
articles, compared with the possible 
saving involved, represents an actual 
loss instead of an economy. 


How Can We Prevent Impetigo 
in the Maternity Wards? 


The occurrence of impetigo in the 
hospital maternity wards is exceed- 
ingly dangerous to the newborn and 
extremely costly to the hospital. 

This condition is usually of staphy- 
lococcic origin and is easily trans- 
mitted from one child to another. It 
is often due to uncleanliness and 
overcrowding. Poor nursery tech- 
nique and a defiance of the laws of 
aseptic nursing are also causative. 
Moreover, the tender skin of the new- 
born, being easily macerated by per- 
spiration and by the humidity of sum- 
mer, offers a lowered resistance to the 
entrance of these germs. 

Preventive measures seem fairly 
obvious. Adoption of the strictest 
type of aseptic nursing in handling 
all babies, both ward and private, is 
highly essential. Cleanliness of the 
highest grade in the maternity de- 
partment is demanded. The insistence 
on the practice of the most careful 
technique by the members of the staff 
at delivery and during the treatment 
of the umbilical stump is, of course, 
vital. Proper summer clothing for the 
newborn, avoidance of irritating in- 
unctions, oils or soaps and daily in- 
spection of the bodies of nursery 
patients for early lesions are effective 
common sense measures. Hence, good 
nursing, uncompromising cleanliness 
and a high grade of medical service, 
together with the avoidance of over- 
crowding, are usually effective meth- 
ods of prevention of the disease. 


If you have any questions to ask, the editor will 
be glad to discuss these in a forthcoming issue 
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Indexing Made Easy 


By T. R. PONTON, MLD. 


Chicago 


HERE are three systems of 
| filing medical records, the al- 
phabetical, the classified and 
the numerical. In the alphabetical, 
the record is filed according to the 
name of the patient. This system 
is too unwieldy for any but the 
smallest hospital and has been al- 
most entirely abandoned. With the 
classified system the record is filed 
according to the main diagnosis, 
with cross reference for complica- 
tions. This system makes the record 
available for research but is very complicated for 
any other purpose and the system is being gradu- 
ally abandoned. The most generally used system 
is the numerical, where the record is filed under 
an assigned number, various indexes being used to 
refer to this number. 

The four modifications of this last and most 
popular type of filing are as follows: 

1. Unit system, centralized. The patient has one 
number for all admissions and all records are filed 
in a central office under that number. The system 
is suitable for a hospital to which patients are con- 
stantly returning and in which the departments 
are convenient to a central office. 

2. Unit system, decentralized. The patient has 
one number for all admissions but records are filed 
separately in different departments. This system 
is suitable for a hospital to which patients are con- 
stantly returning but where departments are so 
located that central filing is inconvenient. 

3. Serial system, centralized. The patient is 
given a new number on each admission and all rec- 
ords are filed in a central office. The system is 
suitable for an active hospital that has a records 
office convenient to both the in and out-patient 
departments, and to which patients do not fre- 
quently return. 

4, Serial system, decentralized. The patient is 
given a new number on each admission to each de- 
partment and the records are filed in the depart- 
ment under the department number. The system 
is suitable for an active hospital to which patients 
do not frequently return and in which departments 
are so located that central filing is inconvenient. 

Under any system of numerical filing it is neces- 
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The primary purpose of any system of indexing and filmg 
of medical records 1s to make the records easily available, 
to supply information about the patient and to serve for 
purposes of research. The mdex 1s made as a reference to 
the record, from which mformation 1s to be secured and 
cannot be used to furmsh any but the simplest mforma- 
tion without its becomme so complicated as to be useless 


sary to keep indexes for reference to the file num- 
ber. Those commonly kept are the patient’s index, 
the disease index and the operation index. 

The most suitable patient’s index is one of the 
standard card systems, a card being made for each 
patient which refers to the file number. As addi- 
tional identification it is customary to add such 
information as the name of the attending doctor 
and the date of admission. These cards are filed 
absolutely alphabetically, down to the last letter 
of the name, the surname being used first. A card 
index may be yearly or perpetual. If yearly indexes 
are kept, those for each year are kept separately, 
if perpetual, they are kept all together. The per- 
petual form is recommended. 


Alphabetical System Offers Simplicity 


Systems of disease indexing may be divided into 
two types, classified and alphabetical. 

Under the classified systems of disease indexing, 
cards are invariably used. Each card is headed by 
the name of the disease and the classification sym- 
bol. Two types of cards are generally used, one 
for the main diagnosis and one for complications. 
The cards are filed in accordance with the classifi- 
cation. 

Under an alphabetical system either loose leaf 
pages or a card system is used. The page (or card) 
is headed with the name of the disease and the 
classification symbol as in the classified systems. 
The essential difference is that the cards are ar- 
ranged alphabetically according to the name of the 
disease. Pages are made for complications as well 
as for the main diagnosis. The great advantage of 
the system is its simplicity. When an indexing 
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entry is to be made it is necessary only to find the 
page in its correct alphabetical position. Reference 
to the nomenclature is necessary only when a new 
disease is met with, one for which a page has not 
been previously opened. While the alphabetical 
nomenclature is particularly adapted to this sys- 
tem, any nomenclature may be used without great 
disadvantage or complication. 

The alphabetical system is applicable to hospi- 
tals of all sizes and types, but the present article 
has reference particularly to the smaller hospital, 
in which the librarian probably has other duties to 
perform. 


Avoiding Duplicate Registrations 


The required admission data are secured and 
entered on the statistics or summary card, which 
is numbered following the system in use. If the 
serial system of numbering is used, cards may be 
numbered as far ahead as desired, if a unit system, 
the patient’s number is secured from the index and 
entered at the time of admission. 

In order to avoid duplication or omission of num- 
bers it is necessary to keep a patients’ register 
which is used for this purpose alone, and the sim- 
plest form is recommended. If a serial numbering 
system is used the register may be numbered 
ahead, if a unit system is used the number will be 
entered at the time of admission. The patient’s 
chart and card are sent to the records office after 
discharge. Both are made complete by the com- 
bined efforts of the medical staff and the librarian, 
after which the record is filed in the permanent 
file. The card is filed alphabetically according to 
the name of the patient in a temporary file until all 
indexing is done and the monthly analysis has been 
made. 

The disease index may be loose leaf or a card 
system. In the larger hospital the loose leaf sys- 
tem is less expensive and more convenient. In the 
small hospital if card files are already available the 
expense cf purchasing loose leaf binders may be 
avoided. 


How Many Subdivisions Are Needed? 


In determining the detail of indexing, the first 
question to be decided is the amount of subdivision 
of main terms that is desirable. The guiding prin- 
ciple is the comparative amount of work involved 
in indexing and finding records when required. Ex- 
tensive subdivision is not advisable when the 
indexing entries are few and the record can be 
made easily available for consultation with little 
or no subdivision. 

Records concerning abscesses of superficial sur- 
faces, for example, will rarely be required for 
study, hence it is advisable to enter all on one page 
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headed “Abscess, Superficial Surfaces.” Other 
abscesses may be indexed on one page “Abscess, 
Miscellaneous,” or there may be subdivision ac- 
cording to region depending on the frequency with 
which the records are used for the study of groups 
of cases. 

Carcinoma is another typical example. In the 
small hospital treating few carcinomata it will be 
advisable to index all on one page rather than make 
a separate page for each region. If the records of 
carcinoma of any particular region are required 
it will entail less effort to pick out the cases from 
this one page than to keep many pages with few 
entries on each. On the other hand, in the large 
hospital having a tumor clinic or in the special 
cancer hospital, either of them doing research 
work, it would be simpler to index the carcinomata 
of each region on a separate page than to be con- 
stantly searching through a large number of en- 
tries when any particular carcinoma is required. 


Special Guide System Advisable 


Under any system of indexing, setting up the 
index is laborious but it is advisable to do this at 
the start. The librarian first goes through her 
nomenclature and selects those diseases which her 
experience shows she is likely to encounter. Pages 
(or cards) are made for these and are arranged 
alphabetically in the binder (or file). When disease 
terms not selected at this time are encountered in 
subsequent indexing the librarian consults her 
nomenclature to be certain that the term is author- 
ized, and if so she makes a new page and inserts 
it in its correct alphabetical position. 

In order to separate the pages (or cards) for 
easy reference, guides are required. The ordinary 
A. B. C. guides may be used but are not satisfactory 
and it will be better to secure a special guide 
system. 

The actual indexing is done from the statistics 
or summary cards on which the librarian has made 
certain that the final diagnosis is correctly entered. 
The main diagnosis and all complications are in- 
dexed to their proper pages, the entry in each case 
showing the other diagnoses of the case in the 
column “Complications.”” As each disease is en- 
tered it is initialed on the statistics or summary 
card. 

For instance, the diagnosis is acute gangrenous 
appendicitis with general peritonitis. On the page 
headed “Appendicitis, Acute Gangrenous,” the 
filing number is entered in the first column, ‘“Gen- 
eral Peritonitis” in the complications column, and 
other information as indicated. Since this is the 
main diagnosis the letter “P” is inserted after the 
number. On the page headed “Peritonitis, Gen- 
eral,” the entries are identical except that the 
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entry in the complications column is “Appendicitis, 
Acute Gangrenous,” and since this is not the main 
diagnosis the letter “P” is omitted after the num- 
ber in this case. 

The index is thus an index of disease, not of 
patients, and gross totals will be greater than the 
number of patients discharged. The total of all 
entries having the letter “P” after the number 
will correspond to the number of patients dis- 
charged. 


Compiling Reports From Indexes 


At the end of the year ali columns of the index 
pages will be totaled and a line drawn below this 
series of totals to close the page for the year. In- 
dexing for the next year is then commenced on 
the same page. A new index is not commenced 
each year except in the very large hospital. The 
process of closing and carrying on is repeated year 
after year, until the index becomes too large for 
convenience, when it is bound (or transferred if 
cards are used) and a new index is set up. 

The alphabetical system is the only one that has 
provided for a separate index of operations, so im- 
portant to the surgeon who wishes to study the 
technique or results of any operation. The whole 
procedure is the same as that described under the 
disease index. Librarians are cautioned to exer- 
cise care that diseases are not indexed as opera- 
tions and vice versa. Much confusion has resulted 
under the older systems from carelessness in this 
respect. As with the disease index special guides 
greatly facilitate the work. 

At the end of each month it is presumed that all 
indexing has been completed and that the statistics 
or summary cards are in the temporary file to be 
used for making the monthly analysis or any other 
statistical report that the hospital may require as 
routine. 

In making the analysis recommended by the 
American College of Surgeons, the analysis of 
gross results, recovered, improved, is done first. 
The cards of patients discharged are sorted accord- 
ing to results so far as main diagnosis is concerned, 
the number of cards (patients) counted and the 
total entered in the proper place. 

Next is the service analysis. At the time the 
main diagnosis was indexed, the service classifica- 
tion was entered at the upper right-hand corner 
of the card. The cards are now sorted according 
to this classification, the number in each service 
is counted and entered and finally deaths, necrop- 
sies, consultations and infections in each service 
are counted and entered. When all have been en- 
tered percentages are worked out. In making the 
monthly analysis, the deaths and infections are 
picked out and entered in the space provided. The 
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entry in each case is the hospital number and the 
diagnosis. 

After all repwts have been made and all indexes 
entered, the statistics or summary card is filed 
permanently. It is recommended that this card be 
filed separately from the medical record, and nu- 
merically. It is found that 2,000 cards can be filed in 
the space required for 200 records of average bulk, 
thus allowing summaries of a large number of cases 
to be kept in the office. Since the summary contains 
all sociologic data and much important medical 
data a large percentage of inquiries about the 
patient may be answered by reference to the card. 
When so large a number of cards can be kept in the 
office queries may be answered without delay. 

Some hospitals prefer to file these cards alpha- 
betically, using them to replace the patients’ index. 
This is not advisable if there is free access to the 
file which might entail a danger of losing the index, 
making the record very difficult to find. 


Preparing the Annual Report 


In some hospitals the annual report is a brief 
statement of the results as shown in the monthly 
analysis. If this is all that is required the librarian 
merely combines the twelve monthly analyses and 
her annual report is completed. In other hospitals 
a complete list of diseases treated and of opera- 
tions performed is required. Such lists are com- 
piled from the indexes. Under a strict alphabetical 
system they will be listed alphabetically, totals 
being shown as found in the indexes. 

If the report is required under any of the sys- 
tems of classification the process is simple but 
entails a little more work. The pages (or cards) 
of the index are removed from the binder (or file) 
and sorted according to the classification symbol. 
The report is then made following the new arrange- 
ment and after it is made the pages (or cards) are 
restored to their alphabetical order. 


How to Change Indexing System 


Many cases are encountered in which the hospi- 
tal, recognizing the simplicity of the alphabetical 
system, wishes to adopt it but does not wish to 
abandon old indexes or to change from a nomen- 
clature to which the staff is accustomed. The 
change can be easily made without either sacrifice. 

In all the old classified systems cards are used 
for indexing, each card having the name of the 
disease and the classification symbol at the top. 
These are arranged behind a more or less elaborate 
system of guides. To change to an alphabetical 
system it is necessary only to rearrange the cards. 
The old classification guides are abandoned, alpha- 
betical guides substituted and the disease cards 
arranged alphabetically behind the new guides. 
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A Patient Tells Us 
Our Faults 


By MARY L. BRUNDAGE 


Washington, D. C. 


ing hospitals — one noted for the beauty 

of its architecture and the distinguished 
character of its medical staff — I have come to the 
seasoned conclusion that every hospital superin- 
tendent and every superintendent of nurses should 
be compelled to spend two or three days a year as 
an incognito patient in his own hospital. 

Perhaps I got off to a bad start. When I arrived 
about 6 p.m. Sunday night, my bed in a four-bed 
private ward having previously been reserved, I 
assumed they would bring some supper shortly. 
I was scheduled for an operation on my hand next 
morning, so my difficulty did not interfere with 
a normal healthy appetite. When no food had ar- 
rived by 7:30 I spoke to the intern. He asked the 
nurse and she said there wasn’t any way of getting 
food at that time of night. At his insistence, she 
did manage to get me tea and two very thin, dainty 
slices of toast. When the intern protested about 
such an ethereal meal, the nurse replied, “We never 
have food on the floor at this time of day.” 

The next morning, in spite of the fact that I 
wasn’t to have any breakfast, since my operation 
was scheduled for 9 a.m., I was wakened at 5 by a 
nurse who said with cruel cheerfulness, “Well, have 
you had a nice sleep?” Our faces were washed, 
temperatures taken, and teeth brushed; and then 
we were left to lie in the dark in disgruntled resent- 
ment until breakfast trays appeared about 7:15. 
This I was to find was the routine early morning 
procedure. On succeeding days when my incision 
was so painful that I had to be given sedatives to 
get any sleep at all, the routine awakening went 
on without change. 

I felt that I was well treated in the operating 
room. The anesthetic was skillfully administered 
and there seemed to be adequate help to care for 
all the necessary preparations. I was most thor- 
oughly scrubbed. I am also glad to record that the 
difficult operation was very successful and I was 
very pleased with my doctor’s skill and courtesy. 

When I woke up sometime after noon, the re- 
sponsibility for my care evidently had been largely 
shifted to the friend who was sitting at my bed- 
side. Fortunately for me she is a sympathetic and 


A FTER a week’s stay in one of America’s lead- 
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capable person, but I rather think that was impos- 
ing on her good nature. Nobody on the nursing 
staff watched me, as it seems to me certainly should 
be done for postoperative cases. When I was nause- 
ated it was my friend who had to do the “mopping 
up.” During two hours or more in the afternoon 
while my friend stayed with me, no graduate nurse 
was in evidence. The student nurse on duty was 
too rushed to answer bells promptly. 

The division of labor in this hospital has been 
carried to almost annoying extremes. All morning 
long there is a steady succession of persons in the 
ward. A maid comes in to sweep gingerly under 
the beds, a porter then mops up with a chlorine 
solution, another charwoman wipes window sills, 
furniture tops, carries out newspapers and débris 
and looks after the flowers. Every patient in our 
ward belonged on a different doctor’s service so 
there were visits by several sets of interns and 
sometimes by the doctors, too. Of course the nurses 
were in many times to give baths, make beds and 
do other routine tasks. The head nurse also looked 
in every morning. I suppose they could be com- 
mended for getting the “housework” out of the 
way in the morning, but it is rather hectic and 
nerve racking to have so many people in and out. 

In the afternoon, by contrast, there seemed to 
be almost no one on the floor. Calls were answered 
very slowly — a half-hour wait was quite frequent 
and longer waits not unknown. The main exception 
to this was that the nurse always arrived during 
visiting hours to take the pulse and temperature! 

I realize, of course, that doctors and nurses are 
so accustomed to seeing diseased conditions of vari- 
ous kinds that they forget how people without their 
background react to what they consider routine 
procedures. In my ward one day, for example, they 
decided to remove the stitches from a woman who 
had had an operation for breast tumor. They 
brought in the dressing wagon and went gaily to it 
without even putting up a screen around her bed! 


This frank statement made by an 
educated, refined woman who spent a 
week in a four-bed ward in a well 
known metropolitan hospital, is pre- 
sented for its suggestive value. Of 
course she records only an mdividual 
experience which might never be du- 
plicated. Yet we should welcome such 
thoughtful comments on our work 


The MODERN HOSPITAL 





— 
OS 




















Another Word on the Volunteer 


By CONSTANCE REYNOLDS BELIN 


Chairman, Junior Social Service Committee, Hahnemann Hospital, Scranton, Pa. 


When the directress of nurses enter- 
tamed the graduating nurses and 
their friends at Hahnemann Hosputal, 
Scranton, Pa., tea table talk turned 
to the subject of social service. From 
this conversation sprang the hos- 
putal’s junior social service committee 


dispensary of the Hahnemann Hospital, 

Scranton, Pa., had multiplied for the trained 
workers tedious details that could easily be done 
by untrained or volunteer workers. A surety that 
this increase would grow, rather than become less, 
resulted in the organization of the Junior Social 
Service Committee. 

In choosing the members of this committee, 
the necessity for workers of proved merit was 
counted the primary consideration, for it was felt 
that if the hospital was to benefit their depend- 
ability must be unquestionable. Other groups of 


L HE tremendous increase in attendance at the 


At the dispensary clinics 
the members of the junior 
social service committee 
assist with the clerical 
work, getting out patients’ 
charts from the files and 
entering new information. 


Vol. 44, No. 5, May, 1935 


young women had at various times volunteered 
their services but their efforts had been so sporadic 
that they had been detrimental rather than bene- 
ficial to the hospital. 

With this warning in mind four young women 
of acknowledged reliability as volunteer workers 
were selected from each of the larger denomina- 
tional groups in the city. The number was in- 
creased to twenty-five by the addition of those 
already known to the board as interested in the 
hospital and having time to work for it. It was 
decided that no members of doctors’ families should 
be eligible for membership. To these twenty-five 
hand picked young women a letter was sent by the 
board inviting them to become charter members. 

At the organization meeting of the committee 
two members of the board presided and announced 
the officers chosen by the board to head the com- 
mittee. A set of by-laws, drawn up by the board, 
was presented, explained and voted upon. Super- 
intendent L. R. Robbins spoke on the reasons for 
organizing the committee, the benefits the hospital 
hoped to gain from its efforts and what its aims 
and ideals should be. 

According to the by-laws, the purpose is the 
“farrying on of such philanthropic activities in 
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connection with the hospital and dispensary as are 
a part of efficient modern hospital service.” It was 
early decided that work in the hospital, rather 
than efforts toward raising funds, should be the 
primary interest of this group. In this way trained 
employees could be released from the necessity of 
attending to details that untrained volunteers 
could do. 


Membership Kept at Twenty-Five 


That this committee might continue active, pro- 
vision was made for three subdivisions: an active 
group, a reserve group and an alternate group. 
The active division is self-explanatory. The re- 
serve class cares for those who are unavoidably 
compelled to become temporarily inactive. A mem- 
ber may remain inactive for one year only. The 
alternate group is composed of those who have 
served two months’ probation, but because of the 
limited membership have not yet been admitted 
to the active list. When a member is compelled to 
leave the active list and join the reserve group, her 
place is taken by a worker from the alternate divi- 
sion. In this way the reserve and alternate grouns 
balance one another and the active membership is 
kept always at twenty-five. 

Each member of the committee devotes one day 
a week for two months to one type of work and 
then is released from constant duty, although she 
must act as a substitute whenever called. Later in 
the year she works for another two months in 
another division. In this way no one is overbur- 
dened and a freshness of interest is maintained. 
So successful has this arrangement been that it is 
not unusual for members to request extra work. 
It is gratifying to find in a volunteer organization 
an enthusiasm that is sustained after the first year. 

Once a month the chairman submits a written 
report to the board of directors concerning the 
activities of the committee. She also advises the 
board of any new projects that the volunteers plan 
to undertake. This contact between the board and 
the committee is further strengthened by the fact 
that any board member may attend any committee 
meeting. The officers of the committee maintain 
close cooperation with the superintendent of the 
hospital and the head of the dispensary. In this 
way the hospital regulates the volunteer’s work. 

This work may be divided into four groups. First 
are the duties in the dispensary, which are mainly 
clerical—getting charts of old patients out of the 
files and entering new information; taking partial 
histories of new patients; conducting patients to 
the laboratory or x-ray rooms; taking prescriptions 
to the pharmacy: making patients stay in their 
places in the waiting rooms and advising them 
when their turns in the clinics are coming, and, 
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when requested by the doctors, doing cler:cal work 
in the clinics themselves. 

The second duty consists of circulating a library 
on wheels among the ward and private patients. 
Books, magazines, puzzles and playing cards are 
distributed to all who desire them. Not infrequently 
private patients, pleased by this attention, offer 
to pay for the loan of abook. The volunteer assures 
them that it gives the hospital great pleasure to 
provide this cervice to its patients. 

The third division of activity is a story-telling 
hour for the children’s ward. Since this work is a 
recent undertaking no report can be made of it, 
but it is hoped that it will provide both entertain- 
ment and repose for the children. Once a year a 
children’s party is given, usualiy on St. Valentine’s 
Day. 

The fourth class of work is the motor service. 
This consists of driving the social worker on her 
investigating calls. Formerly she was compelled 
to depend on trolley service and the hospital truck, 
for the size of the hospital (125 beds) did not war- 
rant the maintenance of a car for her use. Trans- 
portation by the committee has been valuable in 
fitting more minutes into her crowded hours. 


Sixty Hours of Work a Month 


That the junior social service committee has 
proved its worth to the hospital is shown by the 
steady increase in its activities. In its beginning, 
the committee undertook to work in the dispensary 
on but two mornings a week. A year later the hos- 
pital requested volunteer help on two more days. 
The story-telling hour is a new development and 
the library on wheels is an activity not included 
in the original program. As new opportunities for 
usefulness present themselves and as the committee 
develops, more ambitious fields of effort will be 
entered. The committe2 now averages over sixty 
hours of work a month. 

As a means of bringing the hospital before the 
public, the committee fills, in part, a need felt by 
most hospitals. The enthusiasm of volunteers who 
are active workers cannot fail to infect those to 
whom they speak. 

Asa training ground for future board members, 
the junior social service committee has already 
shown it has something to contribute. The board 
can readily appraise the worth of those who by 
their work have shown themselves vitally inter- 
ested in the hospital. Any organization welcomes 
a new member with a working knowledge of the 
institution. Since at each meeting of the committee 
a supervisor or department head gives a fifteen- 
minute talk, the members are made acquainted 
with aspects of the hospital about which they have 
no first-hand information. 
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Crusading for the Chronically Sick 


By S. S$. GOLDWATER, M.D. 


Commissioner, Department of Hospitals, New York City 


which suggests that America may some day 

become essentially a nation of invalids. If, 
as students of history claim, national downfall is 
the inevitable lot of a devitalized people, it is in- 
cumbent on health departments and the medical 
profession to try to prevent the further physical 
deterioration of our people. This is possible only 
through proper hospitalization of the chronically 
ill and the development of research in this field, too 
long neglected by organized medicine. 

Great progress has been made in the last thirty 
years in checking contagious diseases and other ail- 
ments of childhood. We live longer, but we do not 
grow stronger. In New York City, which fairly re- 
flects conditions throughout the nation, the death 
rate from all causes fell from 29.25 per thousand of 
the population in 1868 to 10.92 per thousand cf the 
population in 1931. But chronic diseases, which in 
1870 caused only one-fifteenth of all recorded deaths 
now account for more than half of the total mor- 
tality. The hospitalization of chronics has grown 
correspondingly, so that today more than 50 per 
cent of the hospital beds in the United States are 
at any one time occupied by patients suffering from 
chronic physical and mental disorders. 


Why the Problem Is Complex 


Cy wiiens diseases are growing at a rate 


There are a number of simple reasons why hos- 
pitalization for chronics presents a particularly 
difficult problem. Each chronic patient must be 
hospitalized not for a few days, as is the case in 
acute diseases, but for months or years. This raises 
the cost of individual service to staggering figures. 
The chronically ill patient can seldom pay for his 
hospital care. Voluntary or privately supported 
hospitals, finding that the admission of a single 
chronic case compels them to exclude three, five, 
or ten acute cases, prefer to limit their service to 
the treatment of acute or short-time illnesses, and 
the chronically ill patient is forced to turn to the 
government. 

In general hospitals, whose facilities are devoted 
almost wholly to the care of acute diseases, the 
average length of a patient’s stay is only fourteen 
days, but in New York City’s municipal hospitals, 
which represent a mixture of acute and chronic 
services, the average length of treatment for each 
patient in the combined hospital system is twenty- 
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Doctor Goldwater believes that 
America’s greatest city should not 
only solve its own hospital problems 
but also stand ready to help other 
cities. Accordingly mn this nationally 
broadcast radio address, which in- 
augurates a campaign for adequate 
and humane care of the chrome sick 
in New York, he offers assistance to 
any other city which wishes to attack 
this problem. Here 1s a good theme for 
National Hospital Day addresses 


three days. Patients suffering from such chronic 
conditions as heart disease, diseases of the nervous 
system, rheumatism, diseases of the kidneys, gland- 
ular disturbances, drug addiction, orthopedic dis- 
eases, diabetes and cancer are guests of the city for 
months at a time, in some cases for years. 

I can refer here only briefly to the most trouble- 
some and costly of all chronic diseases, namely, 
mental disease. For nervous and mental cases the 
United States has provided, chiefly in state insti- 
tutions, a total of 513,000 beds. The most striking 
thing about mental hospitals is their startling 
growth from 373,000 beds in 1927 to 513,000 beds 
in 1933. Project this curve of growth into the fu- 
ture for twenty years more and instead of half a 
million mental hospital cases, we shall have a mil- 
lion. If we do not wish to see a million Americans 
in mental hospitals in 1955 we must vigorously 
support every social agency, every educational 
committee and every medical group studying the 
problem of mental hygiene for children and ado- 
lescents, for it is during these critical early years 
that the mental future of individuals is to a great 
extent determined. 

Next to mental diseases, the largest definite pro- 
vision for a special class of chronic cases is the pro- 
vision for the tuberculous. The capacity of hospi- 
tals and sanatoriums in the United States for 
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persons with this disease is 70,000 beds. Tuberculo- 
sis admissions in 1934 were 82,000 as compared 
with only 50,000 in 1927. Two years ago the Amer- 
ican Medical Association began a survey of tuber- 
culosis hospitalization. There are reasons to believe 
the results of this survey will show the need of fa- 
cilities greatly in excess of those now available. The 
collapse method of treating tuberculosis of the 
lungs is now widely and increasingly used. Active 
treatment of this kind which tends to displace the 
relatively passive and prolonged treatment that 
relied chiefly upon rest, nutrition and fresh air, 
permits general hospitals to participate more ac- 
tively in the treatment of this disease. 


The Stepchildren of Medicine 


In the related question of private medical prac- 
tice, physicians testify that with contagious 
diseases under effective control and mothers con- 
stantly acquiring an increasing mastery of the hy- 
giene of infancy and childhood, private practice is 
becoming more and more an affair of the treatment 
of chronic diseases. We know that chronic disease 
incapacitates most of its victims and impoverishes 
many of them. If the physician must live on this 
type of practice his financial outlook is far from 
bright. The great mass of sufferers from chronic 
disease are persons with slender incomes, and for 
them three lines of conduct are open. They can 
patiently endure their misery without making any 
serious effort to obtain relief ; they can accept such 
treatment as a crowded and overworked free dis- 
pensary offers, or they can seek admission to a hos- 
pital which is willing to accept chronic cases (or 
which is forced to do so because of its public char- 
acter). What happens to them then is not a par- 
ticularly inspiring story, for, as doctors and social 
workers both know, chronic hospitals are the neg- 
lected stepchildren of organized medicine. 

Speaking for New York City, I confess that what 
we are doing for our chronically ill patients is far 
from enough, Our chronic disease hospitals occupy 
antiquated buildings which should be replaced. 
Their laboratory facilities are inadequate. Their 
resident medical and nursing staffs are insufficient 
to ensure a full measure of kindly and efficient 
care. I believe I am justified in saying that not only 
in New York, but throughout the country, similar 
conditions prevail. 

Clinically speaking, the familiar type of chronic 
hospital presents a miscellany of chronic cases 
superficially observed and relatively neglected. The 
conditions in these hospitals are certainly not such 
as to elicit the best efforts of the medical staff. 
Picture the mental reaction of a physician who is 
confronted with a score of puzzling problems at one 
time, and who has no means at his disposal for the 
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serious consideration or concentrated study of any 
one of them. He is so overcome by a sense of his 
helplessness that he is more than likely to shrug 
his shoulders and content himself with prescribing 
placebos. 

From his contact with a great mass of institu- 
tionally undifferentiated clinical cases the physi- 
cian learns almost nothing. I am absolutely sure 
that the defeatist attitude of most physicians 
toward chronic disease hospitals would change 
completely if the cases could be sorted out and 
classified so as to facilitate close observation and 
study. If anywhere in the United States there is a 
community that is handling this problem satisfac- 
torily, I should like to know of it. 

We must not look to private philanthropy for 
the solution of the problem. Private philanthropy 
can help, and in New York City it has helped by 
sponsoring at least one general hospital for chronic 
diseases which aims at scientific treatment rather 
than mere custodial care, but the problem is so vast 
that nothing less than a government sponsored pro- 
gram will suffice. 


A Program Is Outlined 


I shall try to state briefly the essentials of a com- 
munity program for dealing with chronic diseases, 
and I ask its consideration by every city in the 
country which accepts the principle of public re- 
sponsibility for the care of its sick. Mary C. Jar- 
rett of the Welfare Council of New York City has 
outlined, with the aid of an expert medical com- 
mittee, a method of approach which the Depart- 
ment of Hospitals of New York City has adopted 
as its own. It is, I believe, as applicable to the 
needs of Philadelphia, St. Louis, Des Moines or 
any large city as to those of New York. This is the 
program: 

1. It is assumed that society has the same re- 
sponsibility for the chronically ill as it has for the 
acutely ill. 

2. Every responsible public health official must 
be made to see that chronic disease, with its re- 
sultant disability, suffering and economic loss, con- 
stitutes a great uncultivated field for profitable 
public health work. Public health education is 
making remarkable progress in the special field of 
cancer. Why not extend the program of public 
health education to other chronic diseases? 

3. In a strictly scientific spirit we should try to 
find out exactly how social and economic factors 
contribute to chronic illness. We should ascertain 
whether the crippling effects of chronic disease can 
be lessened by reasonable and feasible improve- 
ments in the conditions of living and working. 

4. We must cease throwing every imaginable 
type of chronically ill patient into the hopper of 
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an unclassified hospital service, for this is the very 
essence of the problem of proper hospitalization 
for the chronically ill. Confusion, frustration and 
despair are the inevitable results of so insensate a 
policy. Intelligent classification is indispensable to 
close and useful study. Without such study we can- 
not hope to improve our methods of treatment. 

5. Different forms of chronic disease require 
specialized measures of prevention and treatment. 

6. A spirit of inquiry must be fostered and 
money must be found for the support of intelli- 
gently planned research projects. 

7. To lavish all our resources on acute illness, 
while we neglect the chronically ill, is neither wise 
nor just. Many communities inconsistently spend 
millions for the construction and maintenance of 
hospitals for the acutely ill while begrudging even 
small sums for the care of chronics. Neglected, 
dilapidated, hopeless in outlook, the chronic hos- 
pital often arouses a feeling of repugnance if not 
one of downright disgust. We must change all this 
by making the chronic hospital a center for medical 
research in its special and transcendently impor- 
tant field. 

8. Homes for incurables should restrict their 
activities to the nursing and attendant care of suit- 
able cases. No one should be admitted to such a 
home without an adequate qualifying diagnosis. 
A mistaken diagnosis may be equivalent to signing 
the patient’s death warrant. 

9. Every home for the aged should have a medi- 
cal service sufficient for its daily needs and should 
be closely affiliated with a well organized chronic 


hospital which is equipped for all emergencies. 

10. Chronic disease affects children as well as 
adults, and it is necessary to differentiate the physi- 
cal, mental and social factors which affect child- 
hood, youth, middle age and old age. 

11. Since mental factors play an important réle 
in the causation of chronic disease, an effort should 
be made to integrate mental health services with 
medical services in the study and treatment of 
chronic diseases. 

12. From improved methods of treatment we 
may safely anticipate a shorter average length of 
hospital stay, a diminution of suffering, and a les- 
sening of physical incapacity. There is another 
way in which the hospitalization of the chronically 
ill may be reduced and that is through increasing 
the facilities for home medical care. Care at home 
is the happiest solution for the patient and his fam- 
ily in many cases. 

I ask you to consider whether your city is doing 
its duty by the chronically sick. What does your 
family doctor think about it? Is your pastor satis- 
fied with existing conditions? I urge the Rotary 
clubs and women’s clubs and civic organizations 
generally to demand appropriate action by the 
medical profession which, up to the present time, 
has signally failed to discharge its responsibilities 
toward the chronically sick. 

My last word is an offer of cooperation. Any 
local organization that wants help in undertaking 
the study of an adequate community program for 
the care of the chronically ill is invited to write 
to the Department of Hospitals, New York City. 
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to the cheerfulness of the surroundings but also save money 
in electric current consumption. 

Below are data giving the light absorption of various 
colors. They were prepared by Hygrade Sylvania Corpora- 
tion, Salem, Mass. 

The following list gives the amount of light absorbed by 
opaque materials having normally flat colored surfaces: 
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Saving Time for Physicians 


A physician or nurse attached to any hospital, dispen- 
sary or other charitable institution in New York State 
cannot be subpeenaed to testify in court regarding a case 
treated in such institution without a special order from the 
judge of the case, according to Emmanuel Hayt, member 
of the New York bar, writing in the New York Physician. 
Instead, the Civil Practice Act of the state provides (Sec- 
tion 354) that the testimony of such a person shall be 
taken by a referee appointed by the judge. This provision 
enables hospital physicians to avoid substantial loss of time 
waiting to testify in court regarding cases they have treated 
in the hospital. It is a provision that might well be adopted 
in other states. 
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Meeling with one express purpose, to help their hcspital, members of the 
twenty-nine women’s organizations in the Horton Memorial auxiliary 
have their own room on the first floor equipped with a long work table. 


Its Auxiliary ls Hospital's 


By RAYMOND P. SLOAN 


Associate Editor, The MODERN HOSPITAL 


Strength 


A. Horton Memorial Hospital at Middletown, 

N. Y. One is by the lower road from which 
the visitor can, if he is so inclined, reach the main 
entrance by a flight of stone stairs. The other, and 
more customary way, is to take the driveway which 
makes easier the sharp climb up the slope to the 
three-story brick building perched at the summit 
of the hill. Like a beacon it stands, its windows 
shining in the warm rays of a spring sun, reflect- 
ing light upon the town below. As a true beacon, 
it serves in guiding the populace along safe chan- 
nels of better health, happiness and sane living. 


To familiarize himself with the setting, the visi- 
tor takes the more devious route up the stone steps 
to the hospital terraced high above. There could 
be no better opportunity for brief speculation. 

Why should this particular institution be the 


[ate are two approaches to the Elizabeth 
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mecca of a _ sixty-mile pil- 
grimage from New York 
City along circuitous roads, 
up and down rolling hills and 
through rich farm lands? 

The sound of whirring mo- 
tor cars comes from above. 
Drivers drop their passengers 
at the front entrance and continue on their way — 
some back to the town, others around to the park- 
ing space at one end of the building. 

Surely these cannot all be patients! The laugh- 
ter of women’s voices fills the air accompanied by 
gay chatter and friendly banter. Hardly does it 
reach the ear before it is gone, thrust by the closing 
of the massive front door to the tender mercies of 
the gentle breeze that carries its faint echo down 
the slope and away. 

Perplexed, the visitor turns to facts. Middle- 
town, N. Y.— population between 19,000 and 
20,000. The Elizabeth A. Horton Memorial Hospi- 
tal erected in 1929, representing an investment of 
$980,000 — endowment today, $580,000 with addi- 
tional income from a trust fund of $87,000. Bed 
capacity, ninety-two and eighteen bassinets. 

Last year’s figures — income from endowment, 
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$26,000; expenses, not including depreciation, 
$134,000; income from patients, $107,000. Closed 
year with $1,200 loss. 

Further consideration of these facts is inter- 
rupted by additional arrivals above. Again the 
closing of automobile doors, the exchange of 
friendly greetings, then silence. No need to waste 
further time in speculation. The visitor climbs 
the remaining stairs, crosses the drive and enters. 

No gala occasion awaits him. Everything inside 
is in line with usual hospital procedure. Inquiry 
at the desk reveals mercly the presence of one of 
the twenty-nine women’s organizations in the hos- 
pital’s auxiliary, meeting as they do once a month 
to make dressings, cotton balls, replenish or repair 
the linen supply and uniforms, and arrange for 
other equipment for which they are held respon- 
sible. Practically every afternoon one of these 
groups meets to work for the hospital. 

They have their own room on the first floor, 
especially equipped with a long work table and 
comfortable chairs. Books line the walls, compris- 
ing a lending library for patients. In one corner 
a book cart stands ready to be rolled through the 
wards and private rooms — another activity su- 
pervised by the women’s auxiliary. Bright sun- 
shine streaming through the windows is made even 
brighter by the chintz hangings, further evidence 
of the work of these staunch hospital friends. 

The strength of Horton Memorial lies in its 
auxiliary organization. There are few homes in 
Middletown that it does 
not reach in one way or 
another. Support of the 
hospital does not rest, 
therefore, with the 
chosen few comprising 
its directorate, but with 
the community at large. 
Each and all play a part, 
no matter how small, and 
contribute according to 
their individual abilities. 

This auxiliary organi- 
zation has been developed 





Substantial econo- 
mies result from activi- 
ties in the modern phar- 
macy where prepara- 
tions are made and put 
away for future use. 
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during the past six years. When the hospital was 
opened in 1929, there were no community groups 
on which it might call. The first steps in this direc- 
tion took place when a merger was effected between 
Horton and Thrall Hospital, also of Middletown. 
This latter institution had what were known as a 
Lenten Club and a Thimble Charity, comprising 
groups of women who met now and then to sew 
for the hospital and raise what money they could. 
From its very start Horton Memorial was des- 
tined to belong to the community. Under the able 
guidance of Dr. Arthur S. Moore, superintendent, 
who even a year before it actually opened was en- 
gaged in laying a solid foundation for the hospital’s 
future growth, a definite plan of community rela- 
tions was formulated. All existing organizations 
in Middletown were invited as organizations to 
join the hospital auxiliary, irrespective of religious 
beliefs or political affiliations, and to appoint or 
elect a representative on the auxiliary board. 
Today 150 societies or associations are members 
of the Horton Hospital auxiliary. Each of these 
groups pays $1 yearly as dues entitling it to have 
a representative. From among these representa- 
tives an executive committee is appointed consist- 
ing of seven officers and four committeemen at 
large who conduct the affairs of the auxiliary. In 
addition, there are fifteen standing committees. 
The speakers committee, for example, numbers 
eighteen. It is the function of this particular group 
to supply speakers for the various organizations, 
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and to keep information pertaining to the work of 
the hospital before the entire community at all 
times. Doctor Moore furnishes this committee with 
figures and statistics once every three months so 
that it will always have on hand the latest facts. 

Each year when Hospital Appeal Week is ob- 
served, usually some time in February, the speak- 
ers committee appoints minute men to address 
organizations and groups on the hospital’s needs 
and help raise funds to meet deficits. Subscriptions 
and gifts for Donation Day held at Thanksgiving 
time are solicited in the same manner. 

Four times each year the representatives of the 
150 organization members of the auxiliary meet, 
bringing with them other members, also friends 
and relatives. Sometimes an audience of two hun- 
dred or more assemble to hear a talk delivered by 
some nationally known hospital speaker. 

The interest thus aroused in hospital affairs 
assures adequate support for every activity. Three 
members of the auxiliary group have even been ap- 
pointed to the board of directors. 

It will not be long before Horton Memorial will 
have its own group hospitalization plan operating 
under the name of the Horton Hospital Service 
Corp. This is now before the state department of 
public welfare and the state superintendent of in- 
surance. If approved, it will be controlled by a 
board of twelve members, comprising six from the 
hospital board, four from the auxiliary and two 
from the medical staff. The organization with 
which to carry on the work exists already in the 
auxiliary. What could be more logical than to turn 
over to the speakers committee all responsibility 
involved in presenting the details of the plan be- 
fore industrial groups? 


What $.80 a Month Will Provide 


Enrollment in this hospitalization plan requires 
the sum of $9 paid annually or in semiannual or 
quarterly payments. The monthly charge is $.80. 
This provides three weeks of hospital care in the 
wards and a discount of 25 per cent on any longer 
service. It also includes a 25 per cent discount 
on out-patient, diagnostic, laboratory and x-ray 
work. 

This last feature of the plan is significant in 
that it is typical of the policy that has always 
existed at Horton Memorial of spreading into the 
community. It was not organized to serve merely 
the sick but to cover a wider field as a reference 
hospital and to assume leadership in medical af- 
fairs. The institution was fortunate in having 
during its formative years the help of Dr. Joseph 
G. Yocum, identified for many years with the Skin 
and Cancer Hospital of New York, who was re- 
sponsible in a large measure for the formulation 
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of its standards and policies. Doctor Yocum served 
on the board of directors from 1919 until December 
of last year when his death came as an irreparable 
loss to the institution. 

Despite the fact that the hospital started to 
function in 1929, it was in 1916 that Eugene Hor- 
ton first established a fund of $100,000 for its 
construction and an additional $500,000 for its 
endowment. This fund was found to be insufficient. 
By 1925 and 1926, however, the amount designated 
for construction had increased to nearly $450,000 
which with additional gifts made possible an in- 
vestment of $980,000. 


Internal Management Is Sound 


The strength of Horton Memorial lies in its 
auxiliary organization, to be sure, yet the strength 
of any institution as noted on the outside must 
reflect equally sound organization within. In this 
respect Horton Memorial is no exception. It is as 
strong within as without, as is manifest by the 
figures covering last year’s operation when condi- 
tions were extremely discouraging. The effects of 
the depression were not felt in Middletown until 
1932 but from that time to the present day bad 
times have left a heavy imprint on the countryside. 

Before considering how Doctor Moore and his 
staff, ably abetted by a loyal and active group of 
trustees, have carried on during a year of depres- 
sion with a loss of but $1,200, certain facts should 
be considered. The hospital draws 49 per cent of 
its patients from Middletown, 24 per cent from 
Orange County and 27 per cent outside of Orange 
County. 

Its attending staff comprises fourteen men. 
There is a full-time doctor on x-ray and laboratory, 
a full-time x-ray technician, and two full-time 
laboratory technicians. Two resident physicians 
are employed at salaries ranging from $105 to $115 
monthly and maintenance. 

Further evidence of the hospital’s participation 
in community life is evidenced by the fact that all 
but four local doctors are on the courtesy staff. 
That the hospital has also fulfilled its function of 
raising medical standards is revealed in the pres- 
ence today of five or six American College of Sur- 
geons men whereas six years ago there was but 
one. Also significant is the number of local physi- 
cians who are taking postgraduate work. 

Clinical work has expanded as might be ex- 
pected. Only recently a diagnostic heart clinic has 
been added to those already established such as 
eye, ear, nose and throat, surgical, prenatal, post- 
natal, sick baby and tumor clinics. 

Employees on the pay roll number seventy-four. 
The ratio of employees to patients is about 1 to 
1.42. Also significant is the practically negligible 
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turnover in the personnel. Eighty-four per cent of 
the help now engaged have been working in the 
hospital for five years. 

The dietary department accounts for fourteen. 
Two maintenance men are required for work out- 
side as well as inside the building, since the hospi- 
tal’s property covers about twelve acres. There is 
a boiler room crew of three, and four assistants 
are required in the laundry. 

The two orderlies are male nurses, graduates of 


these rates include all charges for laboratory and 
x-ray work, electrotherapy treatment, dressings 
and routine medicines. They do not include charges 
for physician’s services, operating room service, 
board for special nurses and anesthesia. 
Maternity cases are treated in the ward for $55 
for a ten-day period, in a semiprivate room for 
$66 and $77 covering the same length of stay, and 
in private accommodations for $99 and $132 for a 
similar period. These rates include all charges for 





There it stands—the Elizabeth A. Horton Memorial Hospital on the summit of the hill—a beacon lightening the darkness 
and guiding the populace of Middletown, N. Y., along safe channels of better health, happiness and sane living. 


the Middletown State Hospital. Their presence 
has overcome many of the problems encountered in 
handling this type of help. Incidentally, their 
knowledge and training in the treatment of mental 
cases have been found helpful in coping with diffi- 
cult situations caused by delirious patients. 

Twenty-eight registered nurses are employed. 
This marks a change in the hospital organization 
and deserves first place in notes on economies 
achieved. Last year the nurses’ training school was 
abandoned. It was found that there were too many 
nurses in the community. The overhead in main- 
taining a proper teaching staff was considered too 
great for the small number enrolled. A saving of 
$5,500 during the year is estimated as the result 
of employing graduate nurses only. About 50 per 
cent of the girls now employed are the hospital’s 
own graduates. 

Reference has already been made to income ac- 
cruing from patients which during the past year 
amounted to $107,000. This is repeated because of 
its very direct bearing upon charges for hospital 
care, credit checkings and collection methods. 

The hospital makes a flat charge for all services. 
Ward accommodations are $4.40 daily; a semipri- 
vate bed costs $6.60, and private rooms range from 
$7.70 to $8.80. When a patient pays for one week, 
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delivery room, care of the infant, dressings and 
other routine services. For families with small 
incomes, a three-day stay in the hospital is pro- 
vided with complete care, and one week of follow- 
up service in the home for $27.50. 

The financial standing of each patient entering 
the hospital is carefully checked through the near- 
est relative or friend. A printed statement is pro- 
vided where all pertinent information is listed as 
a record. Should the patient acknowledge his in- 
ability to pay the full sum, he is privileged to fill 
out a form agreeing to pay the hospital in install- 
ments. In the event of his failure to make the 
payments as agreed, he is charged with interest 
upon all sums remaining unpaid and an additional 
collection charge of 15 per cent. Doctor Moore re- 
ports some paying as little as fifty cents a month. 

It is our privilege to examine one month’s re- 
ports and to note results. During this particular 
month 107 patients were discharged. Sixty-two of 
them paid in full. Fifteen were on welfare or com- 
pensation insurance, and twenty-two signed in- 
stallment agreements leaving eight unaccounted 
for. Four of these were deaths in which claims 
will be made upon the estates. Three of the re- 
maining four were members of the same family, 
a mother and two children all suffering from an 
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acute infection. One of the children died. The 
other was discharged, but the mother is still con- 
fined to the hospital. She will meet her obligations 
when able to do so. Surely then, one patient out of 
107 is an enviable record! 

Abandoning the nurses’ training school has re- 
sulted in the biggest saving accrued during the past 
year but when all is said and done, it is the little 
things that count. The greatest care has been exer- 
cised at Horton Memorial during the past year or 
two in controlling waste and needless expense. It 
is to the great credit of the personnel that so much 
has been accomplished because of individual co- 
operation. Hardly a week passes, according to 
Doctor Moore, without someone coming to his 
office with a suggestion for economy. 

Last year, for example, food prices went up 21 
per cent. Food costs on the other hand, meaning 
patient day cost for raw food, went up only 10.2 
per cent. The answer is apparent — careful plan- 
ning and buying. There are certain foods the dieti- 
tian frankly confesses she will not buy at present 
prices, particularly those which have no great 
appeal to the patient. Yet — other dietitians kindly 
note — no complaint has been received on food 
served at Horton Memorial during the past three 
or four months. 

The war on waste in the dietetic department has 
actually resulted in additional income. Leftovers, 
such as desserts served with whipped cream which 
will not keep, also remaining slices of pie and cake 
are sold to employees for a few cents. Particularly 
those who are themselves housekeepers are glad to 
take advantage of such opportunities and some- 
times twelve or fifteen dollars a month is added to 
the hospital exchequer in consequence. 

Exemplifying the spirit of cooperation on the 
part of the hospital employees, kitchen breakage 
during the first three years ran as high as $20 or 
$25 a month. Now it averages $6. 

The campaign to reduce overhead has eliminated 
many so-called luxury positions. The hospital does 
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Elizabeth A. Horton 
was not organized to 
serve merely the sick 
but to cover a wider 
field as a reference hos- 
pital and to assume a 
leadership in medical 
affairs as is revealed by 
the modern laboratory. 


without the services of a hostess and ushers. There 
has been found to be no apparent need for a house 
mother in the nurses’ home. Each one serves as 
his own elevator operator without incurring any 
hardship, the building having but three stories. 

The de luxe private corner rooms were in little 
demand, so two beds were placed in them, thus 
increasing the bed capacity and still making pos- 
sible juxurious accommodations at lower rates. 

Sheets, it was discovered, could easily be cut 
down three times. When it seems expedient to do 
so the full size sheet is transformed into a chil- 
dren’s bed sheet. Next it makes its appearance in 
bassinet size. 

In making ordinary dressing compacts ten layers 
of absorbent wadding are now used instead of 
twelve. The wattage on lights has been cut down 
throughout the building. Motors are shut off here 
and there when their services are not urgently 
required. In the pharmacy various preparations 
are made and stored away by the hospital’s own 
pharmacist at great saving. 

Yet in no department is economy achieved at any 
sacrifice to service. Downstairs two modern ambu- 
lances attest to the hospital’s activities along New 
York’s vast highways. Every call is answered by 
a doctor, a nurse specially trained for such service 
and a driver who also is qualified to assist. 

The pilgrimage is at an end. The main door 
opens revealing an extensive panorama of house 
tops with an occasional church steeple reaching 
up into the darkening skies made even more somber 
by lazy puffs of smoke drifting upward from fac- 
tory chimneys. Lights begin to flicker here and 
there in the valley. 

Again the sound of women’s voices, coming from 
within. This time the talk is of gauze, bandages, 
packings. These faithful workers walk to their 
cars and drive away. Soon when the family circle 
is complete about the supper table and the fireside 
there will be further talk of the hospital and of 
the work it is doing for the community. 
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What the Hospital Owes the Intern 


Interns are required by law to spend 
many months m a hospital. Is your 
institution indifferent to these young 
men? Do you consider that they 
know only theory when they come to 
you, that the finest equipment is use- 
less to them unless there is someone 
to demonstrate its uses? Does your 
hospital give them full value? 


tern is second only to its responsibility to the 

patient. While much improvement in the 
character of internships has resulted from the 
continued insistence of medical and surgical asso- 
ciations upon certain standards, the actual task of 
providing the required postgraduate course, with 
those elements that permit the intern to leave his 
service having received from it what he needed 
and wanted, still devolves almost entirely upon the 
individual hospital. 

Let us glance for a moment at what the intern 
has a right to receive, and at what, only too often, 
he does receive from the hospital in which he 
spends his postgraduate year. He expects to be 
allowed to put into practical use the half learned 
or often wholly forgotten general princip!es in the 
treatment and diagnosis of disease of his under- 
graduate days. During the short period interven- 
ing between his final examinations and graduation, 
much of this didactic information has become 
rather hazy to him. It is probable that the physi- 
cian’s practice is based more upon his observations 
of treatment made in the hospital than upon infor- 
mation received during his college days. 

The intern learns by observing what others do 
and by doing himself. He requires thorough and 
constant supervision during his hospital days, but 
rarely receives it. During the all too hurried visits 
of his chief he should and dces secure much valued 
information relative to the treatment of the sick, 
yet much of his instruction comes from a resident 
physician or from his own associates who are 
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just beginning their second year of internship. 

Too often this teaching is given only by word of 
mouth. Rarely is he given a typewritten brochure 
fully acquainting him with the methods in vogue 
in the hospital in which he is serving. He takes a 
clearer and more complete history during the first 
few months of his internship than he ever will 
again, in this respect he is more skilled than the 
chief himself or his associates, but he is not able 
to organize his knowledge and has had no expe- 
rience upon which to draw in selecting the treat- 
ment most efficacious for the individual patient 
under his care. His chief, perhaps too ready to 
criticize, is too busy to instruct. 

The intern expects a carefully considered and 
graded course of instruction which is fitted to his 
developing capabilities. In most institutions some 
sort of intern schedule has been adopted. Too fre- 
quently, however, such schedules smack of care- 
lessness and lack pedagogic skill. In a classical 
course the freshman is not required to perform the 
same tasks as the senior, but as his intellectual 
abilities develop he is led forward until his train- 
ing culminates on graduation day. Such a sound 
arrangement is often absent in the intern course. 


Do You Expect the Impossible ? 


The new intern on his first day in the institution 
is sometimes expected to perform tasks of which 
he is entirely incapable. He attempts the impos- 
sible when he is assigned to assist at a major 
operation, or perform ward dressings, or carry 
out minor medical surgery. It is unfair both to 
the intern and to the patient when a recent gradu- 
ate is given full charge in a busy accident ward. It 
is the exception rather than the rule for a carefully 
ccnsidered course of instruction to be given the 
new intern before he is permitted or required to 
assume serious responsibilities. Not infrequently 
the young intern is informed that his duties on the 
first day consist of such steps as taking blood for 
serology, performing extensive surgical dressings, 
taking throat cultures or counting blood. These 
procedures later will be simplicity itself to the 
same young physician, yet on his first day or even 
during his first few weeks in the hospital they 
represent decidedly major procedures. 

That hospital which does not take into full con- 
sideration the new intern’s inexperience, his abject 
terror of being required to assume responsibility 
for which he is not prepared is falling far short of 
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properly planning for a well rounded training 
course. The first few days of the intern’s life in 
a hospital should be largely given over to didactic 
instruction and practical demonstrations of meth- 
ods employed in the practice of institutional medi- 
cine. A chief resident physician and a selected 
group of associates or assistants on the visiting 
staff may make up this faculty. 

When the necessary capabilities have been ac- 
quired to enable an intern safely to assume other 
and greater responsibilities, then and only then 
should they be imposed upon him. Incidentally it 
may be remarked that throughout the whole intern 
course, this spirit of demonstration and instruction 
should be carried on. It is unfair to the patient as 
well as to the intern to permit him to attempt a 
blood transfusion without having been first fully 
instructed as to the best methods to employ. A 
clinic on the needling of chests and of peritoneal 
and pericardial cavities, at which all interns are 
required to be present, might well be held. 

The first obligation of the hospital is to furnish 
good care for the sick. Efficient treatment of the 
sick is bound as a by-product to produce valuable 
training for nurses and interns. It is impossible 
for either of these considerations to be successfully 
attained without time and effort being spent in 
didactic instruction before the practical applica- 
tion of such methods is permitted. 

The intern expects instruction in the art of prac- 
ticing medicine. He receives little if any training 
during his collegiate course pertaining to his per- 
sonal conduct in the presence of the sick. Most 
curriculums are too largely concerned with the 
frantic endeavor to prepare the young doctor for 
the diagnosis and treatment of disease to take into 
consideration that physicians who are inhumane, 
inconsiderate or unkind to those persons who hap- 
pen to be possessed of diseased hearts or deranged 
livers cannot render good medical service. 


Medical Skill Alone Doesn’t Bring Success 


If he does not receive the proper training in his 
medical college as to bedside conduct, he surely 
should be given the opportunity of learning about 
these things which, to an even greater degree than 
an absence or presence of unusual medical skill, 
will determine his success in the practice of his 
profession. Examples of good conduct should be 
set him by his chiefs. Watching them, he should 
learn to refrain from discussing prognosis and 
diagnosis in the presence of terrified patients, and 
he should learn the value of kindliness. He should 
be instructed as to the best methods of examining 
a female patient without embarrassment to her. 
He should be taught the effect of sickness upon 
personality and told of the importance of under- 
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standing the psychology of the members of the 
patient’s family. 

How may all of these requirements be set down 
in an intern’s schedule? What are the practical 
methods for organizing a program that will begin 
with the performance of simple procedures, and 
add as it progresses to the young house officer’s 
responsibilities until the full period of service is 
completed? The building of an intern schedule is 
not a simple task. Its nature depends upon the size 
of the hospital and the scope of the work performed 
in its departments. Nevertheless, whether there 
be two or twenty interns, a course of instruction 
must be set down in which each duty assigned to 
the intern is accounted for. No college could long 
continue without a curriculum. No resident medi- 
cal service to patients can be adequate without a 
planned schedule covering each hour of the day’s 
work or at least containing every type of contri- 
bution which should be made by the intern to the 
patient. It should be conceded then, from the start, 
that all hospitals training interns must have a 
written curriculum and must strive to adhere to it. 


Broad General Experience Essential 


There are two usual types of intern service, that 
which rotates at stated periods and that which 
contains long assignments to one particular type 
of work. The former, or rotating service, is con- 
ceded by many to be the one best adapted to furnish 
a well balanced training for the general practi- 
tioner in medicine. The hospital intern year is not 
the time to train specialists. The unit schedule, 
which assigns the intern during six or more months 
to medicine or surgery, is better adapted as a 
foundation for specialization, but no physician 
should be permitted to specialize without having 
first broad experience in all branches of medicine. 

As to the length of each period and the subjects 
which it contains, each hospital must be a law unto 
itself. This is true because the amount of available 
experience and the number of patients in a depart- 
ment vary. In many states the basic intern year 
consists of three months’ experience in medicine, 
surgery, obstetrics and laboratory work, respec- 
tively. There are, however, many important and 
necessary duties which the intern must perform 
that do not strictly fall into the above classification, 
for ambulance interns are needed, anesthesia must 
be given, dispensary hours must be covered. 

Because so little attention is given to the educa- 
tion of the intern, a clumsy schedule frequently 
requires his presence in several places at one time. 
When this happens patients must wait, chiefs be- 
come disgruntled and personal friction arises. 
Anesthesia, dispensary, ambulance and accident 
ward duties in the small hospital are likely to be 
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assigned to the intern along with other major 
obligations. As a result, the intern, legitimately 
employed elsewhere, is criticized for delay in an- 
swering an ambulance call, or some other summons. 

An intern schedule drawn up in the manner 
employed in medical college curriculums where 
block assignments of duties are set down, is often 
graphically helpful. A hospital executive who fails 
to remember that those who wear the white uni- 
form are human beings requiring hours for sleep, 
time for meals and some recreational opportuni- 
ties, is likely to be unfair to the young graduate 
and to fail his patients. 

The irascible and demanding chief who insists 
that the intern be at his side while he gossips with 
those whom he meets, forgets that while he thus 
squanders time a patient somewhere is without the 
service of his intern. This is a curious attitude on 
the part of some chiefs. To them the intern is 
something of an automaton, placed in the hospital 
for the particular benefit of the chiefs. 

The length of periods in a rotating service de- 
pends upon the amount of material available. The 
number of interns required is indicated by the 
number of patients assigned to a particular depart- 
ment. In institutions of size, more than one series 
of from two to four-month assignments must be 
worked out. In the largest hospitals experience in 
every branch cannot be given to each intern. If 
all of the specialties were given the periods of as- 
signment would necessarily be too short, for, if 
they were adequate, the total intern course would 
become too long. This problem is more or less 
easily solved by conducting several services, each 
with its subdivisions and each covering the sub- 
jects required by the licensing board of the state. 


Is Junior and Senior System Desirable? 


Whether or not the junior and senior system 
should be adopted depends upon the size and nature 
of the hospital. When a service is large and active, 
two interns or a multiple of this number may be 
assigned, their services so staggered that the senior 
will have served two or more months before the jun- 
ior begins his work in a particular department. 
This way there is always one or more physicians 
who understand the scientific workings of the de- 
partment. Within each department there may be 
subassignments. The junior intern on surgery may, 
in addition to his other duties, be expected to care 
for the laryngologic, genito-urinary or proctologic 
patients being treated on the service of another 
chief. If no staff specialists are in the hospital 
organization and all surgical conditions are treated 
by the general surgeon, the situation is simplified. 

There are some general rules which apply to the 
building of any intern schedule. It is probably 
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not best for the same intern to treat patients in 
the maternity division and also assist the general 
surgeon at operations on infected patients. It cer- 
tainly is true that the same intern should not per- 
form postmortem examinations and also serve in 
the surgical or maternity departments. It is ques- 
tionable whether the intern who treats children 
in the pediatric department should also care for 
the infants in the nursery. 

It is proper in a twelve-month course to divide 
services into two or two and one-half month peri- 
ods if the local state board will permit. When this 
is done, even though but few interns are in the hos- 
pital, a definite time can be assigned to the dis- 
pensary, ambulance, accident ward and anesthesia 
services, without requiring the absence of an intern 
from the operating room or other department. 


Dispensary Work Is Valuable 


Too much importance cannot be attached to the 
value of good dispensary experience. There are 
those who believe that the experience gained in 
assisting at major operations is of much less prac- 
tical value to the intern than is the work which he 
performs in the accident ward and the dispensary. 
The danger of permitting the intern to arrive ata 
belief that surgery is simple, which sometimes fol- 
lows the experience of learning the feel of the 
scalpel or of observing the patient recover upon 
whom he has operated, is that upon the completion 
of his course he will consider himself capable of 
performing major surgery. 

The presence of the resident system in a hospital 
is probably a good plan. Here older graduates in 
medicine are assigned to general departments and 
thus supervise the interns. There are many extra- 
curricular activities which should be scheduled in 
the intern course. Periodic lectures to interns, 
monthly intern and staff conferences, and the hold- 
ing of scientific meetings by the interns help in 
giving a well rounded intern experience. 

Of the greatest importance to the future of medi- 
cine is the case teaching which should emanate 
from the chiefs themselves. Unfortunately many 
men of years and experience lack the ability to 
teach. This is the weakest point in the training of 
interns the country over. It would be well if in- 
spectorial bodies would turn their attention from 
the importance of the physical to the absolute 
necessity of insisting that staffs be educationally 
minded. Then and only then will graduates in 
medicine receive what is due them during their 
intern course. Until and unless this is done, laws 
requiring one or more years of internship are un- 
fair and oppressive. The American Hospital Asso- 
ciation might do well to study the type of training 
its institutional members give their intern staffs. 
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Editorials 


Fair Play for the Chronically Ill 


TTENTION is directed elsewhere in this 
A issue to the plight of the chronically ill. It 
is well that this matter has again been so 
forcibly brought to the consideration of so vast an 
audience as is possible when the radio is employed 
as the instrument for disseminating useful infor- 
mation. 

The chronic patient represents but the dying 
embers which remain when the bright flames of 
acute disease have subsided. When the battle for 
supremacy between bodily resistance and bacterial 
virulence becomes a stalemate then chronicity en- 
sues. In the physician, the mere permanence and 
lack of change of tissue pathology or clinical symp- 
temology, generates lack of interest. Gradually 
scientific concern in such patients wanes and at- 
tempts at a radical cure cease. The economic status 
of the patient gradually sinking, he finally becomes 
a charge of a public institution — hopeless, help- 
less and almost forgotten. If family ties or pride 
keep him in the home he often brings disaster there, 
the health and strength of the wage earner being 
sapped by the necessity of performing arduous 
nursing duties while at the same time attempting to 
earn a livelihood. 

Few communities care adequately for the chronic 
patient — none fully appreciates his sorry posi- 
tion. The call has come. It is hoped that such a 
body as the council of the American Hospital Asso- 
ciation will heed, and heeding, will both study the 
proportions of the problem and at the same time 
suggest some plan pointing to the solution. 





Standards of Nutrition 


HERE is something about the term “stand- 
ardization” to which liberal-minded people 
do not take readily and of their own free will. 
It sounds perilously like “regimentation” and is 
apt to produce a feeling of physical and spiritual 
limitation among those whom it affects. Any 
change in circumstances requires an opportunity 
for self-expression which seems to be denied in 
the definition. 
Standardization of the habits and comforts of 
life and of individual ways of thinking is one thing, 
however, and the establishment of improved stand- 


76 





ards of living is another. Standardization of cul- 
tural policies, for example, has something about it 
that is elevating and is therefore desirable. One 
need have no anxiety about any plan that will aid in 
raising the educational level of daily life in this 
country. 

This is all by way of introduction to the various 
standardization programs that have been elabo- 
rated for the benefit of the hospital world by re- 
sponsible organizations which occupy positions of 
authority. The American College of Surgeons, the 
American Medical Association, the American Hos- 
pital Association, acting independently or in coop- 
eration with governmental agencies, have had their 
share in establishing standards of service the pro- 
gressive tendencies of which have elevated hospi- 
tals to higher planes of activity. Every profession 
and every specialty strives for better things. In 
the case of hospitals, better service to the sick is 
involved. The last of those who have put in a plea 
for our consideration is the American Dietetic 
Association and its affiliated organizations, which 
represent the food service rendered in thousands 
of hospitals in this country. 

The most striking work in experimental medi- 
cine today is being done on problems which involve 
the nutritional factor in one form or another. The 
position which the field of nutrition is coming to 
occupy in the routine, the educational and the in- 
vestigative program of the hospital, is a vital one. 
The personnel selected to manage the food service 
in the hospital, and to cooperate with the medical 
staff in the scientific study of food problems, must 
therefore be selected with the greatest of care. It 
will not do, as these representative nutritionists 
warn us, to compromise with low standards in the 
administration of food service. It does, indeed, 
require an intelligent and well educated food spe- 
cialist to deal with and advise on food problems. As 
in many other fields of endeavor, secondrate schools 
maintaining inadequate standards have sprung up 
and flourished. In their eagerness to secure a stu- 
dent body they have been admitting applicants who 
are not acceptable in the better schools and have 
been giving them inadequate training for their 
special work. 

It is of interest in this connection to review the 
educational standards which have been elaborated 
by the American Dietetic Association. They deserve 
encouragement, particularly at this stage of the 
development of the science of nutrition. If hospi- 
tals generally will select for the administration of 
their food departments only those candidates who 
have met the standard set for them by the organ- 
ization best fitted to do it in this country, much 
will be gained. A college training, based on the 
fundamental biologic sciences, and a full year ina 
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good hospital are not excessive requirements for a 
class of workers whom we now expect to contribute 
so much toward the development of the field of 
medical and hospital progress. 

For the administrator the recognition of these 
educational standards when he is in the market 
for a food specialist is one of the easiest ways of 
raising to higher levels the position which his hos- 
pital enjoys in the community. Recognition of this 
kind will at least exclude inferior types and the 
tendency to exploit their services which inadequate 
preparation encourages. 





Dr. George H. Bigelow 


HE hospital world was shocked to hear of 

the death of Dr. George H. Bigelow, former 

director of the Massachusetts General Hospi- 

tal, who disappeared early in December and whose 

body was recently recovered. He left behind him a 

record of magnificent achievement as a public 

health administrator, and his short term of service 

in the hospital world justified the prophecy of a 
brilliant future for him in this field. 

His many friends take pride in the fact that his 
record of accomplishment during his compara- 
tively short years of life will serve as an inspiration 
to earnest and zealous workers in the field of public 
health and hospital administration. 





The Hospital Number of the J.A.M.A. 


N THE March issue of The MODERN HOSPITAL 
| there appeared a study of the distribution of 
general hospitals throughout the United States 
with special attention to rural areas. On the basis 
of careful analysis of the data it was concluded that 
many rural areas were seriously undersupplied 
with hospital facilities to meet the real needs of the 
people. It was emphasized that this conclusion was 
based on the needs of the people rather than on 
their ability to build or support hospitals. Obvi- 
ously it is unlikely that there will be a lack of hos- 
pital facilities in areas where there is plenty of 
money to build them, where the people can easily 
afford to patronize them when built and where the 
local physicians are familiar with hospital service 
and standards. 

The study named ten conditions to which con- 
sideration must be given before actually locating 
a hospital in an area, as follows: “(1) size of pop- 
ulation ; (2) size of area to be served; (3) density 
of population; (4) number and training of physi- 
cians in the area; (5) extent to which the provision 
of hospital facilities would improve conditions of 
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medical practice through assisting present practi- 
tioners or attracting new ones; (6) distance to 
other hospitals; (7) road conditions, summer and 
winter; (8) the health knowledge of the people 
and the extent to which they could be trained to 
use hospitals where necessary; (9) the suitability 
of home conditions for caring for less serious ill- 
nesses; (10) financial resources of the population, 
that is, occupational and income groupings, and 
the extent to which new methods of paying for 
medical service may be devised which will facili- 
tate support of rural hospitals.” It was further 
stated that “the question of how the hospitals built 
in rural areas which are now poorly served would 
be financially supported is deferred to a later dis- 
cussion.” 

Without any mention of the qualifications thus 
emphasized in the study, an editorial writer for 
the Journal of the American Medical Association 
has sarcastically attacked the study and also an 
editorial in the same issue of The MODERN Hos- 
PITAL as “propaganda based on preconceived no- 
tions rather than on exact and complete knowledge 
cf the situation.” By bringing forward the well 
known fact that in these neglected areas existing 
hospitals (many of them small proprietary institu- 
tions with a minimum of equipment) are inade- 
quately used, the editorial seeks to prove that there 
is no insufficiency of hospital service or facilities. 
By this type of reasoning one could prove that be- 
cause doctors’ incomes have fallen off markedly 
during the last few years, the health of the people 
has correspondingly improved. 

It is unfortunate that such an attitude should be 
manifested by the Journal, especially in the very 
issue which is distinguished by so much admirable 
work by the Council on Medical Education and 
Hospitals. The statistical summary of hospital 
activities this year is even better than the high 
mark established in previous compilations. Several 
marked improvements have been made in classi- 
fications and the addition of maps showing the dis- 
tribution of hospitals is a distinct contribution to 
the presentation of the hospital picture. 





Blood Tests for Paternity 


N AN Eastern court a distinguished jurist re- 
| cently ruled that blood agglutination tests were 
not sufficient proof to justify a jury finding for 

a plaintiff mother who sought support from a de- 
fendant who she contended was the father of 
her minor son. The search for such a definitive test 
has been long and exhaustive. There are four blood 
groups in man denominated by numerals (Moss 
nomenclature), or, as foreign scientists suggest, 
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by the letters O, A, B, and A.B. Except for the ape, 
the blood of wild animals is much more homogene- 
ous than that of man. The typing of blood is almost 
a daily practice in the hospital. Particularly is this 
true since the popularity of transfusions has been 
on the increase. It has been observed that certain 
patients who have been followed for years retain 
the same grouping. Indeed, many competent ob- 
servers state they never have seen a change from 
one group to another. In suits for inheritances 
this permanence of a blood group has been em- 
ployed as evidence. 

In a hospital where faulty administrative prac- 
tices may make possible the interchange of babies, 
this principle has been evoked to quiet the fears 
of a distracted mother who suspects that her baby 
has been changed for another. That the blood type 
of a mother is usually passed on to the child is dis- 
puted by some. Others appear to believe that the 
paternal and maternal origins of a baby can be 
determined by modern agglutination methods. Still 
other investigators believe that the careful micro- 
scopic measurements of the blood corpuscles offer 
some evidence of value along this line. However, 
in the light of the above court decision, the legal 
value of such beliefs seems to be clouded. 





Who Should Give Permission for 
an Autopsy ° 


T IS usually held that a permission for an au- 
| topsy is legal and binding only if it is properly 
signed by the nearest of kin of the deceased 
patient. The basis of this opinion is that a body 
is in fact the property of the estate of the deceased 
and as such only the legal representative of this 
estate may give consent for its postmortem exami- 
nation. That person who purposes to defray the 
expenses of burial is usually the one who signs the 
autopsy permission. Yet on rare occasions the 
patient himself, desiring that an examination of 
his body be made after death, signs a permission 
for an autopsy to be performed on his own body. 
The inference is, of course, that a patient owns his 
body after life has departed. 

It is possible that a properly executed postmor- 
tem permission signed by a patient before death 
takes on the nature of a testamentary document. 
A person may express in his will a desire for some 
particular manner of disposal of his body. He may 
will it to science or he may direct that it be cre- 
mated. If he provides funds for the necessary ex- 
pense incident to carrying out his wishes, such 
directions are binding and mandatory on those des- 
ignated as the executors. But if no funds are set 
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aside for burial or if an estate is insolvent or if 
relatives are unable to provide for the necessary 
expense of burial, such a request would probably 
be given little consideration. This is particularly 
true if such a body were to remain unclaimed. 
This interesting angle on postmortem work is 
not purely theoretical or supposititious but has 
been encountered on several occasions. The surest 
method of securing legal permission for the per- 
formance of an autopsy is to obtain the written 
consent of the nearest of kin of the patient. To 
accept the signature of the patient to an autopsy 
form in any but very exceptional instances would 
probably be a serious error of judgment. 





What Relief Agencies Do Not 


Recognize 


HE voluntary hospital has in the past been 
able to fight its own battles. Its financial path 
has often been thorny and rough. It has 
neither asked nor received quarter from any 
agency which would paternalize it. In those com- 
paratively few instances in which it receives state 
subsidies, it has been able to maintain its self- 
respect because it gave rauch free service in excess 
of that for which it was paid. It has not stultified 
its soul by yielding to the requests—often veiled 
demands—of a cheap legislator who sought favors 
in payment for his vote. It has known full well the 
blighting effect on the care of the sick which accom- 
panies the touch of a politician’s hand. 

Governmental bodies may have mistaken this 
endeavor to maintain self-respect for affluence. 
Possibly this refusal to pay for the care of indigent 
patients in the voluntary hospital is but a crafty 
method of avoiding a just obligation because the 
charitable traditions of the hospital’s past forbid 
the wilful refusal of aid to the needy. What these 
public officials do not recognize is that recovery 
cannot progress when sick bodies and minds are 
expected to carry their share of the load. 

The wheels of industry cannot be profitably 
turned by ailing hands or those under the control 
of clouded brains. Figuratively or literally to defy 
the voluntary hospital, to refuse to accept the indi- 
gent for whom relief funds should pay is sheer 
insolence. Justice to one of the nation’s most effec- 
tive and useful public servants—the voluntary hos- 
pital—demands a reconsideration of the stand that 
those well but indigent are governmental charges 
while those who are both indigent and sick at once 
become the responsibility of the voluntary hospital. 
To adopt such a policy is to attempt to solve the 
problem by reducing it to an absurdity. 
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Maintenance, O peration and Equipment 


Conducted by Joun C. Dinsmore and Dr. R. C. Buerxt 


Should the Hospital Make or Buy 
Its Dressings ¢ 


By WALTER MEZGER* 


Superintendent, Knickerbocker Hospital, New York City 


to reveal the cost and efficiency of hospital- 

made dressings as opposed to the ready- 
made type. The former are obtained by fabricating 
the various necessary raw materials into dressings 
and pads in the hospital. The work is done pri- 
marily by volunteer groups of women and to some 
extent by student nurses. Such labor is not directly 
chargeable inasmuch as it does not involve a cash 
outlay. Additional time is required for handling 
and cutting for which there is a direct charge. 

In order to make a comparison on an equitable 
basis it was agreed to use the standard ready-made 
dressings of a reputable manufacturing concern 
exclusively throughout the institution over a period 
of three months. Rather accurate conclusions could 
then be drawn by comparing experiences of this 
period with any other three months’ period during 
which hospital-made dressings had been used. 

With the able and willing assistance of Elizabeth 
Hansen, R.N., of the hospital staff and with the 
cooperation of one of the leading manufacturing 
companies, current dressings were studied and a 
list of ready-made items to take their place selected. 
Only standard factory stock items were used. 


How the Test Was Carried Out 


The test was started on June 1, 1934, and on 
that date all current dressings were removed and, 
together with raw stocks on hand, stored in a 
locked space. All divisions of the hospital were 
then supplied with the manufactured types. Every 
effort was made to exercise close control over this 
material. It was housed in a separate storeroom, 
and one individual was engaged for the test period 
and held responsible for receipts, issuance and in- 
ventory. Because of this centralized control, it is 
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*Formerly assistant superintendent, Michael Reese Hospital, Chi- 
cago, where this study was conducted. 
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believed that accurate and reliable consumption 
figures were obtained. 

Dressings were issued only upon presentation 
of requisitions. These were tabulated weekly, 
showing the consumption for each department and 
computing balance on hand. A physical inventory 
of the stockroom was taken once each month. The 
inventory figures checked so closely with book en- 
tries that the factor of error from this source is 
negligible. At the close of the test period on Aug- 
ust 31, 1934, the results of the experiment were 
summarized and tabulated. 

In like manner a three months’ experience using 
hospital-made dressings was tabulated. The time 
interval from June to August, 1931, was selected 
for this comparison because it most closely coin- 
cided with conditions of the test period, being in 
the same season of the year and having a similar 
number of hospital days. To eliminate variable 
factors further, the cost of dressings in the 1931 
period was computed on the market price of raw 
material for 1934. This disposes of the variable 
price factor. 

The tabulations cannot be reproduced here and 
it is not necessary that they should be, inasmuch 
as they constitute largely the work sheets leading 
up to the final conclusions. They were developed 
in great detail, showing the consumption of each 
type of dressing by each important division in the 
hospital, unit and total costs. This was done to 
make the analysis as complete as possible. 

No operating room figures, either consumption 
or cost, were included in the comparison because in 
the operating room hospital-made dressings could 
not be entirely replaced by the ready-made type 
because of the demands of certain surgeons. This 
refers to the specialized types developed from time 
to time at the request of individuals. It was soon 
apparent that standardization of dressings would 
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Cost OF READY-MADE AND HOSPITAL-MADE DRESSINGS _ ae 
Medical Surgical 
Hospital Days Hospital Days 
(June-Aug. Total Cost of Cost per Hos-| (June-Aug. Total Cost of Cost per Hos- 
Type of Dressing Ine.) Dressings pital Day Inc.) Dressings pital Day 
Hospital-made 17,043 $174.51 $0.0102 19,087 $1,570.62 $0.0820 
Ready-made 14,137 160.04 0.0113 22,085 1,440.88 0.0650 
Excess cost of 
Li lll cre ers eT LL 
Excess cost of 
EE eee ee ee 0.0170 
Computation of Net Saving 
Saving on ready-made (surgical) —$0.0170 per hospital day for 22,085 days..................2..22.cee.ccecceeeeeeeeeeeeeees $ 375.45 
Less loss on ready-made (medical) —$0.0011 per day for 14,137 days ..............2..--...---:c-:cceecceeeeeceeeceeeeeeeeeeeeeeeneeees 15.55 
I 5a ducting iced cetinenin cla ininiteeaelectintenele $ 359.90 
halen ellie nia ihcuip asain svcalehaniaitnscaietenl $1,439.60 








have to be undertaken before it would be possible 
to make a clear and accurate comparison of ready- 
made dressings with the customary type in that 
department. It is also reasonable to believe that 
conclusions arrived at with regard to other de- 
partments would indicate the trend in the operat- 
ing rooms. In order not to cloud the picture by 
injecting a possibly noticeable factor of error, 
operating room dressing figures were omitted. 
Tabular results show the total cost of dressings 
for all departments in the hospital except the oper- 
ating rooms for the test period in 1934 amounted 
to $1,600.42 as opposed to $1,745.13 for the 1931 
period. Before computing a unit cost, that is, a cost 
per hospital day, it is necessary to make further 
adjustments. In the 1934 period it was found that 
the number of surgical hospital days greatly ex- 
ceeded those of 1931. Obviously this will have a 
definite influence since a larger percentage of dress- 
ings is used for surgical than for medical cases. 
After investigating a number of test cases it was 
decided to group all patients into two divisions, 
surgical and medical. It was furthermore esti- 
mated that the former consumed 90 per cent of all 
dressings and the latter the remaining 10 per cent. 
Under surgical hospital days are included, in addi- 
tion to all surgical cases, orthopedic and maternity 
cases (baby days are included in medical, mother 
days in surgical hospital days). It is admitted that 
this percentage is arbitrary and may be inaccurate, 
but since the calculations deal with fairly large 
multiples, only a small factor of error is injected. 
Undoubtedly the types of surgical cases will 
vary and it is conceivable that there may be a 
preponderance of cases with much drainage in one 
three months’ period as compared with another. 
This would introduce an error. Likewise, the num- 
ber of minor surgical cases as against major, the 
number of children’s surgical days as compared 
to adult surgical days, all must be considered as to 
their importance in introducing inaccuracies in 
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the net result. It was found that in the two periods 
under consideration these variable factors did not 
account for any appreciable error. 

In addition to the annual saving of $1,439.60 as 
shown in the table, there was a further tangible 
saving of paid work in the surgical supply room. 
It was estimated conservatively that twenty hours 
of time used in cutting and handling were elim- 
inated, providing a saving of $312 a year. As this 
constitutes a fraction of one man, it is not certain 
that this gain could be realized. 

There are a number of advantages which al- 
though they were definitely noticed, do not produce 
a tangible saving. Supplies can be more closely 
controlled as evidenced by experience during the 
test period. Time spent by student nurses on mak- 
ing special dressings can be eliminated, thus re- 
leasing them for more important work. And, as 
an additional advantage, ready-made dressings are 
uniform in size, shape and appearance, and com- 
pletely eliminate all waste of material incidental to 
making dressings by hand. 

Attention is directed to the fact that the unit 
costs established herein do not cover all items gen- 
erally charged to dressings. They do not include 
operating room dressings, as noted above, brown 
and white cotton when not used in dressings, band- 
age rolls, adhesive tape, and possibly one or two 
items used in small quantities. 

The above report undoubtedly contains inaccu- 
racies both as to quantity and cost. It is believed, 
however, that these inaccuracies are small and do 
not greatly disturb the picture as a whole and that 
the conclusions are correct for all practical pur- 
poses. The final conclusions are as follows: Ready- 
made dressings are at least not more expensive 
than hospital-made dressings, even when 90 per 
cent of the labor used in making them is not charge- 
able. This experiment indicates, furthermore, that 
a saving of approximately 21 per cent was effected 
by the use of ready-made dressings. 
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MAINTENANCE, OPERATION AND EQUIPMENT ~~ 


Simplifying the Laboratory Report 


By STUART L. VAUGHAN, M.D. 


Clinical Pathologist, Buffalo General Hospital, Buffalo, N. Y. 


pertaining to laboratory reports. To devise 

a system that will meet all needs is a diffi- 
cult task involving much hard work and careful 
consideration of many factors. Cursory study will 
show that there are almost as many methods in use 
as there are hospitals. Some are relatively simple, 
while others are so complicated as to seem imprac- 
ticable. Some are designed to meet the needs of 
one department with no regard for the needs of 
others. All are far from perfect. 

At Buffalo General Hospital we have used vari- 
ous systems and several times have attempted to 
improve upon one that has been tried and found 
wanting. Recently a rather painstaking study of 
the current situation resulted in a revision of our 
methods. 


A PROBLEM of no small consequence is that 


Radical Revision Was Necessary 


The attack was roughly divided into several dis- 
tinct steps. The first of these was an attempt to 
criticize the method being used. It must be ad- 
mitted that we did not start exactly at scratch here, 
since generous critical comments had circulated 
through the hospital for some time. For twelve 
years a blanket chart, modified from time to time, 
had been in use. On the whole it had proved rather 
successful and most of the criticisms were directed 
toward minor details. It was obvious, however, 
that these criticisms covered such a number of 
details that revision must be of a radical nature. 

As soon as this fact became evident, we decided 
that further steps should be taken in an orderly 
fashion. We proceeded therefore to define the pur- 
pose of laboratory reports from the standpoints of 
what they are supposed to accomplish and who are 
concerned in their use. It was clear at once that 
the results of laboratory procedures should be re- 
ported in such a way that they are readily available 
to those that need them. This means that any sys- 
tem devised must be acceptable to the clinical staff. 
At the same time it was recognized that other de- 
partments have a distinct interest in the matter. 
They are the laboratory staff, the hospital manage- 
ment and the librarian. It seemed logical then to 
consult each of these departments as to their needs 
and desires. 

The clinical staff was consulted first. With few 
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exceptions the members favored some type of 
blanket chart that would enable them to find a 
given report easily and that would show the results 
of various and repeated tests at a glance. Having 
become accustomed to the use of the blanket chart 
they preferred this to separate reports. It made 
the case record less bulky and there was less need 
to thumb through many pages to find what was 
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wanted. However, they demanded a chart that 
was well balanced, that showed sections clearly set 
off and properly grouped. Most of them wanted 
a chart that stood out from the others in the case 
record and was printed on one side of the page only. 

The laboratory staff was interested naturally in 
economy in time of reporting and in ease of tran- 
scribing. Since much of the reporting was done 
by the technical workers it was obvious that they 
could not be too long away from the workroom. 
Furthermore, writing facilities at the bedside are 
not good. However, experience had shown that on 
a well constructed blanket chart a report usually 
requires the use of but a few words or figures and 






81 














= MAINTENANCE, OPERATION AND EQUIPMENT — 


the time involved is hardly greater than is required 
to transcribe reports in the laboratory and dis- 
tribute them. On the whole the blanket form was 
favored. 

The hospital management desired, other things 
being equal, to save printing and stationery costs. 
The use of one form to receive many reports has 
a decided economical advantage over many forms 
for separate reports. The librarian favored the 
blanket chart because the completed record was 
less bulky and required less filing space. 

Since the various departments were agreed that 
the blanket form met the needs in our hospital best 
the next step was to collect exact data to guide us 
in the preparation of the chart. The collected criti- 
cisms of the older forms were a valuable nucleus. 
One important criticism, common to many blanket 
charts used elsewhere, was that the charts were 
too elaborate. An attempt had been made to include 
not only spaces for almost every conceivable report 
but also enough spaces to accommodate the needs 
of every type of patient. The result was not satis- 
factory for the special cases and made the form 
unhandy for the ordinary ones. 


Many Case Records Analyzed 


In order to gain a clearer insight into absolute 
needs it seemed logical to examine a series of com- 
pleted case records. Several hundred of these were 
studied. They were taken consecutively as the pa- 
tients were discharged, since this was essential to 
obtain proper distribution. From each record a 
tabulation was prepared of the procedures re- 
ported, together with the number of spaces used in 
reporting each procedure. 

The results were interesting and somewhat sur- 
prising. Despite the large variety of tests per- 
formed in the laboratory it was found that but 
fourteen general types of tests occurred with suffi- 
cient frequency to warrant special space on a 
blanket chart. The remainder were found in less 
than 1 per cent of the records. 

For these fourteen items the number of spaces 
required ranged from none to twenty-seven. It was 
clear that no single chart could be prepared to ac- 
commodate the needs in every case but our figures 
showed that in the vast majority of them the re- 
quired spaces were relatively few. In fact when 
the maximum spatial requirements for each item 
in 95 per cent or more of the records were deter- 
mined they were not great. 

The accompanying table shows the results. The 
fourteen items are listed in order of their fre- 
quency of occurrence. Opposite them is the maxi- 
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mum number of spaces required in 95 per cent or 
more of the records. 

While it seemed logical to prepare a chart that 
would accommodate all of the reports on such a 
high percentage of patients it was obvious that we 
should determine whether such a chart would be 
inconvenient in the remainder. This small group 
is important since it is made up largely of problem 
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hi iicsiascabiadicsinsibispeniseastbniiadbinnautevancenehil 2 | 





cases being intensively studied. Further scrutiny 
of our statistics showed that the use of one or more 
additional pages of the same chart would answer 
the difficulty in most instances. 

There was, however, the question of what to do 
with reports of procedures not included in the four- 
teen listed. Some of these special bacteriologic and 
hematologic reports, for example, tissue, are de- 
scriptive and require separate pages. Most of the 
others are short and can be placed in a space for 
miscellaneous reports. 

And so, having decided that most of the facts 
were before us, the next step was to prepare the 
outline of our new chart. This was more time con- 
suming than difficult. Special attention was paid 
to space economy, grouping and section headings. 
In each section the item headings and spaces were 
arranged to simplify reporting and reading. 

As we have found in the past, it is essential that 
the printer cooperate fully in bringing out a fin- 
ished product. A chart with as many rulings as 
ours is best printed from a special plate that is 
made over a wax impression. This in turn is made 
only with proper apparatus and skill. There must 
be proper accentuation of rulings to cause the sec- 
tions to stand out clearly. We specified a paper size 
one-eighth inch longer than that of other pages in 
the case record and had a dark border printed at 
the bottom. The reverse side is ruled so that spe- 
cial reports may be placed there if desired. The 
accompanying chart shows the final result. 
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Soap Dispenser Tests 


For the purpose of determining the relative advantages 
of various types of soap for washroom dispensers, tests 
were made in the men’s washrooms on the first and second 
floors in Billings Hospital, University of Chicago Clinics. 
Three types of soap were used—liquid 33% per cent solu- 
tion, liquid 20 per cent solution and granulated soap. Each 
soap was used exclusively for a ten-day period in one of the 
washrooms. Results were as follows: 


Washroom, first floor Amount Cost 


Liquid soap—33% per cent.................. 36 oz. $ .06 

I iictiictiniccesnniinseianiecnnninnen 18 oz. 205 
Washroom, second floor 

Liquid soap—33% per cent.................. 18 oz. .03 

Liquid soap—20 per cent...................-.- 17 oz. 02 


Liquid soap was found to be superior to granulated soap. 
It was much less expensive to use and did not “mess up” the 
appearance of the washbasins as did the granulated soap. 

Of the two liquid soaps, the 20 per cent soap was the less 
expensive to use. No more 20 per cent solution was used 
than 33% per cent. This was not due to a drop in the vol- 
ume of work being done. The total number of visits was 
actually higher during the period in which the 20 per cent 
solution was used. This substantiated the theory that re- 
gardless of the strength of the soap the number of punches 
a person gives a soap dispenser is guided by habit and not 
by the concentration of the soap. It was because of this fact 
that the granulated soap proved expensive. A large part of 
it was wasted. 

A 20 per cent solution costs at least 30 per cent less to 
make than does the 33% per cent solution. The annual cost 
of liquid soap in the clinics is about $200. A 30 per cent 
reduction of this cost represents a saving of about $60. 





Bulk Ether and Hospital Fire Hazards 


Since ether is more highly combustible than alcohol the 
general safeguard thrown about the storage and handling 
of alcohol should be provided in handling bulk ether. The 
general requirements for the storage of bulk ether there- 
fore would be about as follows: 

1. The drum should be stored and the ether should be 
drawn in a room cut off from the rest of the hospital by 
fire resistant partitions and a metal door and door frame. 
There is also a question whether it is desirable to store 
ether in large containers under any circumstances. In addi- 
tion to the fire hazards there is the possibility of a serious 
explosion in case of the accumulation of a large amount of 
ether vapor. 

2. The room should be well ventilated. 

3. The electric wiring should be of the vaporproof type 
and lamps should be enclosed in vaporproof globes (a bare 
lamp bulb will ignite ether vapor). 

4. Since ether vapor travels along the floor the door to 
the ether storage room should be airtight in order to pre- 
vent overnight seepage of the vapors along the floor line in 
case of leaks. 

Even though the above precautions are taken there will 
probably be an added burden upon the hospital because of 
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the increased insurance rate. As an illustration of this the 
Bureau of Combustibles reports the following schedule of 
increases in insurance rates applying to a certain state 
when bulk ether is stored: 


eg | 
Fireproof Nonfireproof en 
Buildings Buildings oe 
In approved 
1 quart 0 0 safety con- 
tainers only 
Under 1 gallon .04per$100 .10 per $100 ) Charge is 
1 to 5 gallons .06per$100 .15 per $100 { same regard- 
5 to 20 gallons .10per$100 .25 per $100 | less of type of 
Over 20 gallons .20 per $100 .50 per $100 / container 


These increased rates do not apply to the storage of ether 
in small hermetically sealed containers which do not permit 
ether vapor seepage. 

The only true economy in hospital operation is the econ- 
omy that results in a net money saving without jeopardy 
to the lives of patients, employees and staff. The savings 
in bulk ether for the average hospital will be more than 
offset by the cost of the expensive set-up, expensive storage 
provisions, cost of technician’s time for daily analysis, the 
cost of ether wasted and the added cost of insurance. 

To these definite costs should be added the insecurity of 
the hospital administrator who in case of accident will be 
compelled to defend in court the practice of handling in 
bulk containers a highly inflammable product such as ether. 

The hospital’s first obligation is to protect the lives and 
the interests of its patients. Economies are necessary but 
they must always be second in importance to the interest 
of the patient. 





When Surgeons’ Gowns Disintegrate 


For several years the Davis Memorial Hospital, Elkins, 
W. Va., had been having difficulty with the disintegration of 
surgeons’ gowns after sterilization. Much time and money 
were spent trying to remedy the condition, which was ex- 
tremely expensive. Finally the hospital discovered the 
cause. 

“We had been using for scrubbing up,” writes Dr. Ben- 
jamin I. Golden, superintendent, “a solution known as 
Harrington’s Solution. This is acid in nature. Thus where 
the gowns came in contact with the body, or where on 
removal they touched the acid moisture of the arms, they 
would disintegrate.” 





Protection for Painted Walls 


A constant source of expense in hospitals both large and 
small is the cost of touching up and repainting walls that 
have become damaged by scraping chair backs. 

This expense may be reduced to a minimum by placing 
plush bumper buttons on the backs of all chairs and other 
furniture that might bump these walls. In some cases rub- 
ber bumpers have been found useful for this purpose. These 
rubber bumpers do avoid damage to the walls from shock 
but they often leave a streak as the rubber bumper is 
dragged along the wall. 





























Dietetics and Institutional Food Service 


Cenducted by Anna E. Botter, Central Free Dispensary at Rush Medical College, Chicago 


How to Buy Fresh Fruits and Vegetables 


By MARY K. SORENSON 


Chief Dietitian, Illinois Central Hospital, Chicago 


indeed fortunate in having such an abun- 
dant supply of fresh fruits and vegetables 
at their command the entire year. 

In the past ten to fifteen years rapid progress 
has been made in production, marketing and trans- 
portation of these commodities. Production has 
increased and expanded to such an extent that it 
is now possible to buy fresh fruits and vegetables 
regardless of season and at a lower price than was 
possible a few years ago. Growers are improving 
the packing of their products to the extent of en- 
suring almost perfect condition of the goods as 
delivered. Better transportation facilities such as 
refrigerated cars and faster service of trains and 
trucks have done much to stimulate the opening of 
new producing areas and have brought the sec- 
tions of the country into closer contact. 

It is difficult to determine whether the increased 
supply of fruits and vegetables is the result of 
the demand for them or whether the increased 
supply created the demand. It is evident that the 
general public is becoming better educated as to 
the value of fresh fruits and vegetables in the diet. 
The discoverey of vitamins and their importance 
no doubt has been a stimulus to both supply and 
demand. 


What the Buyer Should Consider 


| OSPITAL dietitians and buyers of today are 


Some important factors to consider from the 
buyer’s standpoint are location, type of hospital 
and budget allowance. Hospitals in or near the 
large producing areas have the advantage of buy- 
ing direct and eliminating transportation cost and 
costs of packing. The amount of fresh fruits and 
vegetables purchased will vary with the season of 
the year, the abundance of the crops and the type of 
hospital. However, it is safe to say that from 8 to 12 
per cent of the budget is spent for fresh fruits and 
vegetables. This allows for rather generous use 
throughout the year. The tendency is growing 
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In our November, 1 934, issue Mrs. 
Gilbert's comprehensive article 
offered suggestions to the canned 
goods buyer. Now comes Miss Soren- 
son to tell those whose budget per- 
mits the year-round use of fresh 
vegetables how to buy them and use 
them to the best advantage 


toward a greater use of fresh fruits and vegetables 
especially in private hospitals where cost is not 
the chief factor. With a better supply and greater 
variety assured at reasonable costs, rather exten- 
sive use is justifiable. Should one particular item 
be scarce and the price high, other items within a 
better cost range can be used as there is sufficient 
variety from which to choose. 

To obtain the best results and buy to the best 
advantage a rather extensive knowledge of fresh 
fruits and vegetables is necessary. A background 
of knowledge of the many producing regions, their 
seasonal products, growing, harvesting, grading, 
packing and transporting makes the task of buying 
these commodities easier as well as much more 
interesting. 

Much advancement has been made in the produc- 
tion of fresh fruits and vegetables. Many new 
areas have been developed particularly in the 
Southwest and on the Pacific Coast. The irrigated 
regions of the Rio Grande Valley and the rich soil 
of the gulf region have ideal growing conditions 
for unlimited production. Texas and Arizona are 
seriously competing with Florida in citrus fruit 
production, as their crops are marketed at the same 
time. Oranges and grapefruit from this section 
are of a practically seedless variety and are some- 
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what sweeter than Florida fruit. Truck farming 
has reached the point of large scale production in 
Texas and surrounding states. Garden vegetables 
are shipped north and east for winter use with a 
slight advantage over California in cheaper ship- 
ping costs. California and Pacific Coast states are 
also heavy producers of winter garden vegetables, 
and regardless of higher shipping costs are becom- 
ing firmly established in Middle Western and East- 
ern markets. 

Sharply defined seasons are gradually disappear- 
ing as the various growing regions dovetail their 
products. Ten or twelve years ago Northern and 
Eastern supply houses were forced to store root 
vegetables such as beets, carrots, turnips and cab- 
bage for midwinter and early spring consumption. 
Southern and Pacific Coast products now appear 
in sufficient amounts to sell at a nominal cost. How- 
ever, this past season crops were damaged by 
frosts and the costs were considerably higher. 
Root vegetables from these regions make a better 
serving vegetable as they are of more uniform size, 
are less starchy and have a better appearance. 
Garden vegetables such as green beans, peas, spin- 
ach, cauliflower and tomatoes are produced in these 
newer growing regions as soon as the northern 
crops are exhausted, so there is no time that they 
are not offered in the markets. 

Much advancement has been made in such staple 
articles as lettuce and potatoes. Lettuce growing 
is confined almost entirely to the west coast. The 
cooler regions of California, Arizona, Oregon, 
Washington and Colorado are able to offer a con- 
tinued crop except perhaps during July. The ice- 
berg type of lettuce from these regions dominates 
the market. Florida ships some Big Boston in win- 
ter and leaf lettuce appears in the local markets 
in summer. 

Storage potatoes from the northern states are 
showing much improvement in quality. Colorado 


and other mountain states are now producing an 
excellent white potato with a red skin called the 
McClure. It has the advantage over the Northern 
potato in that it does not discolor when boiled, 
however, the price is considerably higher than that 
of Michigan and Wisconsin potatoes. The Idaho 
russet potato from this state and surrounding irri- 
gated regions is now taken for granted as an 
unsurpassed baking potato. Cost of shipping has 
failed to discourage its use. Sweet potatoes are no 
longer disappearing trom the markets for two or 
three months of the year. By a dry kiln method 
sweet potatoes are kept at a temperature of 70-80° 
F. for two to three days and then the temperature 
is dropped. In this manner the pores are closed 
and keeping qualities much improved. 

It is interesting to note that greenhouse cultiva- 
tion of cucumbers, radishes, tomatoes and endives 
is becoming common. Ohio and other central states 
in the soft coal regions are concentrating on green- 
house culture. Mushroom culture is also increas- 
ing, particularly near large cities. Mushrooms are 
offered in the markets at a cost which does not 
prohibit occasional use. 

Some of the newer fruits and vegetables being 
produced in large enough quantities so that they 
only border on the luxury class are asparagus, 
Brussels sprouts, broccoli, canteloupes, strawber- 
ries and avocado pears. Brussels sprouts and avo- 
cado pears are strictly California products. Arizona 
and California are shipping canteloupes in greater 
quantities and they are arriving in good condition. 
Precooled canteloupes, those that are cooled im- 
mediately after picking, are being featured exten- 
sively as they arrive in better condition than those 
packed in the ordinary way. Strawberry growing 
has increased considerably in the past few years. 
Southern berries appear on the markets early in 
January and crops follow in succession from Flor- 
ida, Louisiana, Mississippi, Tennessee and Ken- 

















THE YIELD IN FRESH VEGETABLES 
Cooking 2-0z. Servings Lbs. to Yield 
Prep. Waste Usable Loss Gain per lb. 100—2-0z. Serv. 
Vegetable Per Cent PerCent PerCent PerCent A..F. P.N. A.P. P.N. 
Asparagus 40.11 59.74 a = chins 4.59 7.69 22.51 13.00 
Beans, Snap 9.76 90.24 Sr 7.06 7.71 14.19 12.71 
Beets 22.93 77.09 hates 5.35 6.92 18.88 14.06 
Broccoli 46.07 53.92 | 3.96 7.58 25.34 13.20 
Cabbage 26.01 73.97 yy 5.54 7.87 18.40 14.80 
Carrots 21.69 78.31 —————— 5.15 6.82 20.09 14.91 
Cauliflower 38.79 61.58 .— lhe 4.35 7.71 24.56 12.97 
Peas 60.22 40.24 0 at 3.23 7.91 33.17 12.65 
Potatoes, Sweet 36.19 63.81 Be eteceese 4.98 7.89 20.34 12.68 
Spinach 19.94 80.06 a 5.02 6.28 20.23 15.66 
Squash, Hubbard 33.08 66.92 ee 4.70 7.05 21.29 13.28 
Squash, Summer 12.91 87.09 Cllr 5.89 6.60 18.82 15.55 
Turnips, White 17.79 82.21 a 6.24 7.45 16.02 13.43 
A. P.=as purchased. 
| P. N.=prepared net. 
Study made by A. D. A., 1932-33. 
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@ FOR THE LAXATIVE Diet Gelatin molds, made with 
Libby’s Hawaiian Pineapple Juice, diced cucumber 
and celery, are wonderfully attractive. Serve on 
chicory or lettuce with mayonnaise. 











@ ESPECIALLY FOR BREAKFAST patients and staff will 
welcome this delicious change. Libby’s Pineapple 
Juice is unsweetened, tangy. It has the nutritional 
values you look for in a fruit juice; a refreshing 
drink for patients with fevers and sore throats; may 


be used in diabetic diets. 
















Libby’s 100 Fine Foods include 
Fruits and Fruit Juices, Vege- 
tables, Pickles, Condiments, 
Canned Meats, Evaporated Milk, 
Alaska Salmon. Each comes in 
regular and special sizes for insti- 
tutions. In addition Libby packs 
Homogenized Foods for Babies. 


NOW...GIVE THEM THEIR VITAMINS IN 
A FRUIT JUICE DELICIOUSLY DIFFERENT! 


LIBBY’S UNSWEETENED PINEAPPLE 
JUICE...RICH IN ESTERS 


Patients, and members of the staff as well, will be enthusiastic 
about this new and different fruit juice. Especially for breakfast, 
Libby’s Hawaiian Pineapple Juice is a glorious flavor change. 

Libby’s is the natural juice of field-ripened Hawaiian pine- 
apple . . . unsweetened. Rich in Esters, the flavor-carriers of the 
full-ripe fruit, it tastes exceptionally delicious. 























Libby’s Pineapple Juice is a good source of Vitamins A, B 
and C; it also supplies alkali-forming minerals and other nutri- 
tional essentials. And these values are uniform the year around. 

You can get this fine Pineapple Juice of Libby’s from your usual 
source of supply. It costs you no more than ordinary brands. 
Libby, M¢Neill « Libby, Dept. N-55, Welfare Bldg., Chicago. 


cSt ACCEPTED BY THE A. M. A. Libby’s @ FORTHE BLAND DIET—an unusu- be 
AMERICAN 





Hawaiian Pineapple Juice bears 
the Seal of Acceptance of the Com- 
mittee on Foods of the A. M. A. 
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ally delectable Bavarian Cream, 
made with lemon-flavored gela- 
tin and Libby’s Pineapple Juice. 








tucky, finally meeting the northern local crops in 
June. 

Added to the need for a comprehensive back- 
ground of production knowledge is a familiarity 
with marketing methods as a further aid in better 
buying. Marketing methods include harvesting, 
grading, packing and shipping. Both fruits and 
vegetables are packed at a central point at or near 
the growing point. Goods are packed according to 
weight, size or count, and graded as to extra fancy, 
fancy choice, standards and substandards. Various 
types of containers are used but growers are grad- 
ually standardizing all containers for more uni- 
form weights and counts. At the present time 
citrus fruits are well standardized both as to count 
and quality. There is still some variation in pack- 
age weights of spinach, tomatoes, celery, straw- 
berries and other small fruits. 

The potatoes are the only commodity subject to 
government regulation. They are mechanically 





graded as U.S. No.1 and U.S. No.2. As to quality 
they must be mature, sound, free from damage by 
insects or injury. The weight is standardized at 
100 pounds to the bag. However, new potatoes 
are shipped in 50-pound boxes or 50-pound bags. 
The apple industry on the west coast conforms to 
government recommendations as to quality. 
Growers have set high standards among them- 
selves as to quality and perfection of packs. Some 
growers are featuring their products under their 
own trade brand and are advertising quite exten- 
sively. This always tends to uphold standards. 
Refrigeration has been a strong factor in improv- 
ing the fruit and vegetable industry. Without 
refrigerated cars, it would be impossible to ship 
perishables across the country in good condition. 
Many vegetables are now also iced when packed 
to ensure a fresher condition of the delivered 
product. 
It is now evident that many factors influence the 
ultimate cost of fresh fruits and 





Lettuce 
Grapefruit 
Cream Cheese 








strips of pepper. Serve with Lorenzo Dressing. 


*Author of the Edgewater Beach Salad Book. 





Green Pepper 
Rubyettes 


N A BASE of lettuce or slice of lettuce, pipe a letter M with 

cream cheese. On top of the M place four sections of grape- 
fruit which have been cut through the center but not entirely 
severed. Fill slits of grapefruit with cream cheese and place 
thin strips of green peppers on top of cheese forming the letter M. 
At top of points and at the bottom center place hearts cut from a 
| pimento and arrange halved red cherries or rubyettes along center 


vegetables and definite buying 
By Arnold standards should be formulated. 
Shircliffe* The cost per serving is the logical 


foundation for a working basis. 
The net yield of a given package 
is the factor which determines the 
per serving cost. There is always 
considerable variation in the net 
yield of both fruits and vegetables, 
therefore a bargain is only a bar- 
gain when the net yield is standard 
or above standard. The accompany- 
ing table shows a study made of 
fresh vegetable yield which shows 
how a cost per serving chart can be 
developed. A similar chart showing 
the comparative cost of fresh vege- 
tables with canned and frozen 
would be of great help in buying. 
The cost of labor is a factor which 
must not be ignored in making these 
comparisons. 

The ideal method of buying is 
personal selection of commodities. 
However, this must be fortified 
with definite specifications as to 
quality, size, count or weight de- 
sired. Price comparison and pur- 
chasing from reliable dealers are 
essential. Reliable dealers are in a 
position to make good any losses 
that might occur. Care should be 
taken at time of delivery to see that 
the goods received check with the 
given specifications. If they do not, 
the dealer should be notified. 
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FOR THE 


Undernourished Infant 


WHEN the food requirements are high and 
the digestive tolerance low, prescribe Karo 
as the carbohydrate addition to the formula. 
It meets the requirements of a difficultly 
fermented but readily digested carbohydrate. 
The tolerance for Karo is high. 


The ‘Accepted’ Seal denotes that Karo and advertisements for it are accept- 


able to the Committee on Foods of the American Medica! Association. 


PRESCRIBE EITHER KARO SYRUP 
OR KARO POWDERED 


SD 2 
F AMERICAN 
MEDICAL } 
ASSN. bf 





Karo Syrups are essentially Dex- Karo POWDERED is a spray-dried, 
trins, Maltose and Dextrose, witha refined corn syrup, composed es- 
small percentage of Sucrose added sentially of Dextrins, Maltose and 
for flavor—all recommended for Dextrose in proportions approxi- 
ease of digestion and energy value. mately those in Karo Syrup. 


CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE ~ NEW YORK CITY 

















Vo]. 44, No. 5, May, 1935 


89 












New Quarters for Old 


By ESTHER M. RHODES 


Dietitian, Genesee Hospital, Rochester, N. Y. 


she is safely established in them; it is the 
long stretch while they are being built that 
is beset with difficulties. 

Our reasons for building at this time were to 
give work to people at a time when employment 
was scarce and the boards furnishing building 
funds would never forgive waiting until materials 
were out of sight in price. 

Our first building problem was one of location. 
A first floor workroom would be light, airy and 
comparatively free from the possibility of vermin 
and insects. On the other hand the ground floor 
could be well ventilated, made light and with care 
could be kept free from roaches and vermin. It 
would also simplify the delivery of supplies and 
keep the noise and odor accompanying the prepara- 
tion of food from the patients. As all food is trans- 
ported in electrically heated food trucks at our 
hospital, the additional distance made by one floor 
in the conveyance of prepared food did not really 
matter. You may easily see why the ground floor 
became the final site. 

In the new kitchen the problem of air is taken 
care of by a large exhaust fan housed on the roof 
of the building. It is securely anchored to the floor 
and heavily insulated to break any vibration. 
There are exhaust ducts leading to the fan from the 
nurses’ cafeteria, the dishwashing room, the diet 
kitchen and the main kitchen. 


Kitchen Is Soundproofed 


Daylight is admitted by long windows on the 
east and west and a skylight over the central part 
of the kitchen. The walls are of cream colored tile 
and the ceiling is soundproofed and white. 

The soundproofing not only protects the outsiders 
from noise which heretofore radiated to them but 
keeps the kitchen more quiet and less nerve rack- 
ing for the workers. There is no noise in the 
kitchen from the exhaust fan as it is housed outside 
and the soundproofed ceiling absorbs noise within 
the kitchen. 

The arrangement of the kitchen may have some- 
thing to do with the noise lessening. Our kitchen 
is divided by its equipment into spaces for salad 
preparation, vegetable preparation, pastry work 
and vegetable and meat cookery. This means that 


F si: dietitian enjoys new quarters after 
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each person practically has his own corner and 
works in it, with less chance of conversation than 
when all are working in one group. Employees do 
not seem to be inclined to shout back and forth in 
this large kitchen as they did in the smaller one. 

It is advisable to make a good many expeditions 
to other well equipped places before deciding on 
equipment and arrangements, but every situation 
is an individual one and your final decision must 
be guided by a consideration of all sides of your 
own problem. 


Equipment Should Be Carefully Installed 


Equipment should be regulated for height. Sinks 
and tables must be at heights that will not break 
the backs of your employees. If when sinks, tables 
and other pieces of equipment are installed spaces 
are left, either have them filled so that dirt cannot 
get into the cracks or make the spaces large enough 
to be accessible for cleaning. Watch the corners 
of your tables and other metal work for smooth 
connections or soon there will be trouble with cuts 
and bruises as well as torn aprons and uniforms. 

In arranging equipment the workers’ conven- 
ience as well as the sources of supply and demand 
must be considered. When we plan for the salad 
room, we must have a sink for washing lettuce, a 
refrigerator to store the finished product, and a 
table on which to prepare salads. These should be 
near the place at which you wish to dispense salads. 
If you have only one mixing machine it should be 
placed near both the baker and the meat and 
vegetable cookery. Buy your equipment to fit your 
space. 

Drains in the floors are necessary, but not much 
use if the floor does not slope toward them. There 
should be enough drains so that the whole kitchen 
does not have to be cleaned when one steam kettle 
has been emptied. 

If there is a fruit and vegetable cooler and one 
for meat and one for butter and milk, then these 
articles of food can be kept at their best tempera- 
tures without danger of taint, freezing or under 
cooling. If your refrigerator space is ample you 
can buy larger cuts of meat or do other large 
quantity buying and have a place to store a sur- 
plus. This way buying expenses may be cut down 
as well as time saved in ordering and reordering. 
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in diets planned 
to correct 


COMMON 
CONSTIPATION 


due to 
insufficient bulk 






Ry.xrisp Whole Rye 
Wafers are doubly welcome— 
because they are temptingly delicious 
with a wide variety of foods and because they provide natural assistance in 


correcting common constipation due to insufficient bulk. 


Both their flavor and effectiveness are due to the fact that 
Ry-Krisp is simply flaked whole rye, salt and water double baked to brittle 
crispness. For that reason these wafers provide: (a) a high percentage of 
bran, for increasing secretion and peristalsis, (b) high pentosan and crude 
fibre content—both natural aids in producing normal bowel action, (c) low 
moisture content which gives them high absorptive power and makes them 


valuable for increasing the bulk of the diet. 


Advise your patients to eat Ry-Krisp with every meal—between 
meals when they’re hungry. The unique whole rye flavor makes other foods 
taste better. Send coupon for samples and literature which tells how Ry-Krisp 


can assist you in planning a variety of special diets. 











RY-KRISP WHOLE RYE WAFERS 


RALSTON PURINA COMPANY, Dept. MH 
266 Checkerboard Square, St. Louis, Missouri 





Please send literature and free samples of Ry-Krisp 


Name 





Address 


(This offer limited to residents of the United States) 
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See that switches are conveniently placed, for 
no one ever goes out of his way to turn out a light. 
Switches should be outside of refrigerator doors, 
and it is advisable to have a red bulb indicator to 
show when the light is on. Lights themselves 
should be situated to give the most light without 
shining in the worker’s eyes or casting a shadow 
on his work. Legs of tables should be round so that 
dirt cannot find a lodging place and corners of the 
room should be rounded for the same reason. Tile 
floors are easy to keep clean, they wear well and 
look nice. On the other hand, they are slippery 
when wet. 

It might be well to mention adjustments we 
found had to be made during building. The stabil- 
ity and humor of your staff are vitally important. 
Good employees rise to the situation and help you 
through any difficulties. People who have worked 
with equipment generally figure out the best ar- 
rangements, as their work cannot be speedy unless 
their equipment is conveniently located, and for 
this reason your employees should work with you 
on ideas for the building plans. They will probably 
be eager to see what their new working conditions 
will be like. 

There were long weeks of inconvenience during 
which food had to be covered and carried from 


building to building. When we did move into the 
new building, the menu had to be planned so that 
no steam was used on one day and no gas another 
day. In all this there had to be cooperation with 
other departments and the alterations had to be 
made at a time agreeable to all concerned. Your 
old equipment should be cleaned and resurfaced 
before it is moved. This work, of course, has to 
be scheduled so that you are not crippled too much 
in your necessary daily food preparations. 

I want to mention a few things that a dietitian 
must have in mind when her department is being 
built or remodeled. Above all, don’t worry about 
the work. Do not get “edgy” or lose your sense of 
humor. You must be ready to meet those who will 
not like the color of the paint, or the site, or the 
arrangement, or the noise of construction, or the 
inconvenience of extra steps. 

It is wise to know something about brands of 
equipment, and durability and suitability of mate- 
rials used, but your real safety depends upon the 
honesty and reliability of contractors, architects 
and equipment people. The test of how well the 
job has been done comes only when the new quar- 
ters and new equipment are put into service and 
you must be prepared to make many adjustments 
until the arrangements work smoothly. 





Reducing Electric Fuel Costs in 
the Kitchen 


There are a few simple rules which if obeyed implicitly 
by cooks and chefs will reduce electric fuel costs in the 
kitchen, says J. M. Welch, writing in Hotel Management. 
His rules for economically operating the electric kitchen 
follow: 

1. Use automatic temperature controls wherever possi- 
ble. Many a pan of good food has gone into the garbage 
can because the cook “forgot” for a moment and many a 
meter has ticked off dollars of expense because of careless- 
ness. The machine does not forget nor is it careless with 
money. 

2. Use specialized equipment. Many kitchens are still at- 
tempting to use for all types of cooking a general purpose 
device—the range—with its long stretch of heated surface 
so seldom completely covered with pots and pans, radiating 
heat to the kitchen air. It costs money to produce this 
wasted heat and it costs money in ventilation to remove it. 

3. Secure the lowest cost possible per kilowatt hour of 
electric current by using all the electrically operated equip- 
ment most efficiently. In the kitchen this is accomplished 
by a schedule of turning on and heating up equipment as 
it is needed. 

4, Use no more heat than is necessary. A cooking opera- 
tion cannot be speeded by having a pot boiling violently or 
grease in the pan sputtering and smoking. Water, for ex- 
ample, never exceeds 212° F. no matter how violently it 
boils. 

5. Train the operating personnel to proper habits in 


92 


equipment operation. Two habits which will result in defi- 
nite fuel saving are: (a) the habit of turning switches to 
“low” or “off” when a device is idle or when a pot is boil- 
ing; (b) the habit of utilizing stored heat in equipment. 

6. Keep all equipment clean. Nothing damages equipment 
so quickly as grease, dirt and filth. 





Cold Storage of Vegetables 


Many dietitians have wondered why vegetables would 
not keep in cold storage. According to a Cornell University 
bulletin, vegetables may lose quality in cold storage from 
any one of three causes: chemical changes, wilting or 
spread of storage diseases. 

After three years’ study on cold storage of vegetables, 
Cornell scientists recommend certain temperatures at 
which certain vegetables will keep longest. The Fahrenheit 
scale is used, followed by the maximum storage period rec- 
ommended: 

Asparagus, 32 degrees, one week; lima beans, 32 degrees, 
two to three weeks; beets, 32 to 40 degrees, four to five 
months; cabbage, 32 to 40 degrees, five months; carrots, 
32 to 40 degrees, six months; cauliflower, 32 degrees, thirty 
to forty days; celery, 32 degrees, three to five months; 
cucumbers, 32 to 40 degrees, four to five weeks; lettuce, 
32 degrees, three to four weeks; onions and onion sets, 31 
to 32 degrees, five months; green peas, 32 degrees, two 
weeks; parsnips, 32 degrees, five months; squash, 40 de- 
grees, five months; sweet corn, 32 degrees, three to four 
weeks; green tomatoes, 50 to 60 degrees, one month, and 
ripe tomatoes, 40 degrees, ten days. 
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GELATINE for Tempting 
Easily Digested Dishes at- 





HENROTIN 
HOSPITAL 


C H I|!_C A GO 


Miss Blanche Joseph, chief of dietetics 
at Henrotin Hospital in Chicago, says: 
**No matter what other foods are 
given, the body always needs protein 
for the replacement of waste and the 
building of new tissue. 


For the sick 


and convalescent here we often arrange to have the protein in the form of gelatine because it 
lends itself to a wide variety of palatable dishes and makes it easy for patients to get protein’s 


metabolism-stimulating effects.” 





HERE IS ONE OF MISS JOSEPH'S FAVORITE RECIPES 
Rose Apples in Mint Jelly (50 servings) 


2/3 Cup Knox Gelatine 2 Heads Cabbage, finely shredded 

3 Cups Cold Water 2 Cups Sugar 

6 Cups Hot Water 1 Cup Lemon Juice 

Green Coloring 8 Tablespoonfuls Spearmint Flavoring 
3 Cans Rose Apples 1 Teaspoonful Salt 


Pour cold water in bowl and sprinkle gelatine on top of water. Add sugar, salt and 
hot water and stir until dissolved. Add green coloring, lemon juice and flavoring. Cool. 
Drain Rose Apples and stuff with finely shredded cabbage. Mold in individual molds. 
Serve on chicory with mayonnaise. 











THERE IS NO FINER GELATINE 


for the diet of the sick than Knox Gelatine. It is purer the diet of convalescent, post-operative, tubercular, and 
than U.S.P. requirements and is free of pathogenic, gas, or chronically ill patients, because it is one of the most 
acid-forming bacteria. As carefully made and supervised easily assimilated forms of protein. Patients appreciate 
as an ampule solution. Gelatine may be used freely in the variety it adds to the regular hospital regimen. 


PREFERRED BY HOSPITAL AUTHORITIES 


K N OX GELATINE 


_ Also manufacturers of Knox Jell (flavored) for Institutions 


KNOX GELATINE LABORATORIES, 465 Knox Avenue, Johnstown, N. Y. 
Please send me FREE your booklets, ‘Feeding Sick Patients,” “Feeding Diabetic 
Patients” and “Reducing Diets.” 
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une Breakfast and Supper Menus 


By NELDA ROSS 


Director, Nutrition Department, Presbyterian Hospital, New York City 




















BREAKFAST SUPPER 
Day Fruit Main Dish Appetizer or Soup Main Dish Potatoes or Substitute Vegetable or Salad Dessert 
1. Grapefruit Fried Eggs New England Swiss Cheese and AppleandGrapeSalad, Pineapple Tapioca 
Clam Chowder Peanut Butter Sandwiches Cream Mayonnaise 
2. Applesauce Scrambled Eggs Tomato Juice Veal Fricassee Boiled Rice Lettuce, Prune Upside Down 
French Dressing ake 
3. Orange Juice Broiled Ham Canadian Cheese Stuffed Eggs Potato Salad With Apricot Cream Pie 


oup 


Sliced Tomato 

























































































4. Prunes Soft Cooked Eggs Barley Broth Crisp Bacon Escalloped Kernels Cabbageand Green Stewed Pears, | 
of Corn Pepper Salad Caramel Cookies 
5. Tomato Juice Scrambled Eggs With Cream of Pea Soup Cream Cheese and Fresh Fruit Salad Devil’s Food Cake, 
Chopped Sausage Celery Sandwiches Silhouette Frosting 
6. Banana Bacon and Eggs Potato-Leek Soup Noodles With Ground Mixed Green Salad Baked Apple 
Meat, Tomato Sauce 
7. Stewed Pears Baked Eggs Rice Broth Buttered Asparagus Cheese Biscuit Lettuce and Tomato Baked Coconut 
Salad ustard 
8. Orange Fried Eggs Vegetable Soup Salmon Casserole Lettuce, Thousand Frosted Spice Cake 
Island Dressing 
9. Fresh Pineapple Poached Eggs Corn Chowder Small Sausages, Baked Sweet Celery Hearts Strawberry Whip, 
Apple Ring Potatoes Custard Sauce 
10. Apple Bacon Cream of Lima Cottage Cheese, Potato Chips Lettuce and Tomato Deep Dish Black- 
Bean Soup Green Pepper berry Pie 
11. Apricots Soft Cooked Eggs Grapefruit (14) Veal Sauté, Creamed Macaroni’ Green Salad, Chif- | Crumb Cake 
Sherry Sauce fonade Dressing 
12. Rhubarb Bacon Consommé Royale Rice and Minced Glazed Carrots Lettuce and Orange Vanilla Blancmange, 
Chicken, Gravy Salad Fruit Sauce 
13. Orange Puffy Omelet Cream of Tomato Crisp Bacon Cauliflower, Cheese Banana and Nut Blueberry Muffins 
Soup Sauce ala 
14. Fresh Pineapple Sausages Cream of Celery Baked Egg in Creamed Potatoes Cabbage Salad Orange Cake Roll 
Soup Whole Tomato 
15. Stewed Pears Fried Eggs Noodle Broth Baked Cheese Lettuce, Watermelon Sliced Peaches, 
Pudding Pickle Dressing Brownie 
16. Tomato Juice Scrambled Eggs Cream of Spinach Hamburg Patty Buttered Corn Radishes and Jellied Banana 
Soup Pickies 
17. Melon Canadian Bacon Purée of Pea Soup Sardine and Egg Sweet Potato Puff Stewed Pears, 
Salad Marguerites 
18. Prunes Soft Cooked Eggs Jellied Broth ee Stuffed Pickled Beets Waldorf Salad Coconut Buns 
epper 
19. Orange Scrambled Eggs With | Scotch Broth Vegetable Plate:Baked Celery Hearts Cream Cheese, Jelly 
round Ham Potato, Julienne and Saltines 
Carrots, Asparagus 
20. Applesauce Fried Eggs Potage Mongole Cold Salmon, Escalloped Potatoes Lettuce Date Tapioca 
Cucumber Sauce 
21. Melon Poached Eggs Vegetable Soup Ham Balls Creamed Cabbage Spiced Apricots ir peecgeh, 
ookies 
22. Tomato Juice Eggs or Sausages Oxtail Soup Omelet, Creamed Roll Lettuce, Sweet Pickle Cherry Upside Down 
Mushrooms Dressing Cake, Cherry Sauce 
23. Stewed Pears Soft Cooked Eggs Black Bean Soup Italian Spaghetti Coleslaw Fresh Mixed Fruit 
24. Strawberries Bacon and Eggs Tomato Juice Cold Sliced Meat Creamed New Lettuce, Roquefort Apple Dumpling 
Loaf Potatoes and Peas Cheese Dressing 
25. Apricots Jelly Omelet Cream of Lima Welsh Rabbit Grilled Tomato Fresh Fruit Salad Gingerbread 
Bean Soup on Saltines 
26. Banana Soft Cooked Eggs Cream of Asparagus Frizzled Ham Baked Lima Beans Cucumber Salad ee Frosted 
oup ookies 
27. Stewed Plums Bacon Jellied Tomato Poached Eggs on Banana Salad Nut Cake, 
roth Spinach Coconut Frosting 
28. Orange Fried Eggs Melon Balls Creamed Chicken Tomato and Lettuce Fresh Pineapple and 
With Biscuit Sala Strawberries 
29. Fresh Pineapple Bacon or Eggs Cream of Vegetable Egg Salad Baked String Beans  Radishes Chocolate Cream Pie 
Soup Sandwich With Bacon 
30. Apple Sausages Tomato Juice Cold Sliced Meat Celery Sticks, Fried Potato Salad Stewed Cherries, 





Cookies 








*Cereals, breads and beverages are omitted from the breakfast menus because of space limitations. Recipes for any of the 
foregoing dishes will be supplied on request by Anna E. Boller, Central Free Dispensary, Rush Medical College, Chicago. 
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WUMMIVLE 


“PHILADELPHIA” BRAND 
CREAM CHEESE COMES 
ONLY IN THIS PACKAGE 





.-- guaranteed fresh! 
.-.- completely protected! 


‘Philadelphia’ Brand—the finest cream cheese you 
can buy—is never sold in bulk. There are two reasons 
for this: 

First, it’s guaranteed fresh! Kraft makes it not far 
from your hospital, rushes it new-made to distribu- 
tors every day. The three-ounce foil package guards 
this freshness. 

Second . . . the small package is more convenient. 
It eliminates waste from cutting and spoilage. 

You'll find zis brand of cream cheese always has a 
fresh, delicate flavor. And remember when you buy, 
only Kraft makes genuine ‘‘Philadelphia’’ Brand. 


The Worlds Finest Cheeses arc 
made or umportted by KRAFT | 





FREE MONTHLY SERVICE FOR DIETITIANS 


Every month Kraft-Phenix Cuisine Service will send you free tested 
recipes for staff menus and patients’ trays. Address Kraft-Phenix 
Cuisine Service, 401-e Rush St., Chicago. 
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Keep them happy as well 


as nourished with 


HORLICK’S MALTED MILK 


Patients are finicky folk when it comes to their food. 
Fussy and choosy, with appetites dulled through con- 
tinued inactivity, they're mighty hard to please. That's 
only natural, of course. But it’s something no hospital 
management can afford to overlook. 


The best run hospitals recognize this fact, and cut 
down on complaints by serving, as far as possible, only 
foods the patients like. That's why you'll find them 
serving Horlick’s Malted Milk in these hospitals. The 
patients never tire of it, no matter how regularly it is 
served. They love its rich 








full flavor. 


eae : NO SUBSTITUTE FOR 
Horlick’s, of course, is 


HORLICK’S the Original 


much more than just a de- 
licious, refreshing drink. 
Because it is so easily di- 
gested, it is an excellent 
food for the sick and con- 
valescent. It is of special 
value as a diet during 
fevers, after operations 
and in cases of impaired 
digestion, in gastric and 
duodenal ulcers. 





For flavor, for results, there is 
no substitute for Horlick’s 
Malted Milk. Unlike cheap 
imitations which are mere 
mechanical mixtures of skim 
milk, an inferior malt powder, 
uncooked cocoa and a high 
percentage of ordinary sugar, 
Horlick’s is made from only 
rich, full-cream milk—modified 
with the nutritive extracts of the 
finest grade wheat and malted 
barley. Give your patients the 
many benefits of Horlick’s—the 
Original and Genuine. 














FREE TO PHYSICIANS AND HOSPITALS 
The Booklet ‘‘Dietary Uses ef a Valuable Food’’ 


Horlick’s Malted Milk Corporation, 


Racine, Wisconsin. 


(MH-5-35) 


Please send booklet “‘Dietary Uses of a Valuable Food.” 
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NEWS OF THE MONTH 


Monsignor Griffin Attacks Hopkins’ Stand 
on Federal Aid for Hospitals 


An intimation that the joint com- 
mittee of the three national hospital 
associations might continue to seek 
federal funds for the care of relief pa- 
tients in hospitals was made by Mon- 
signor Maurice F. Griffin, Cleveland, 
in addressing the record breaking 
meeting of the Ohio Hospital Associa- 
tion held in Columbus on April 2, 3 
and 4, 

The attitude of Harry L. Hopkins, 
federal relief administrator, toward 
the requests of the hospitals has been 
high-handed and arbitrary, Rev. Mr. 
Griffin declared. Mr. Hopkins based 
his first refusal of aid to hospitals on 
the grounds that the hospitals had not 
helped to lobby for the relief appro- 
priation. When the hospitals offered 
to appear before congressional com- 
mittees to present their case when the 
second appropriation was being con- 
sidered Mr. Hopkins double-crossed 
them, Rev. Mr. Griffin declared, by 
failing to notify them of the hearing 
and himself presenting the case of the 
hospitals in so distorted a light that 
any congressional committee would 
refuse it. Rev. Mr. Griffin took occa- 
sion to contrast the attitude of Mr. 
Hopkins with that of other Washing- 
ton officials. 


Joint Meeting With Allied Groups 


Nearly 300 persons registered for 
the meeting of the Ohio Hospital As- 
sociation. In addition there were many 
in attendance at the meetings of the 
Ohio Dietetic Association, the Ohio 
Association of Record Librarians, the 
Ohio Association of Nurse Anesthetists 
and the Hospital Obstetric Society of 
Ohio. The hospital association held a 
joint meeting with each of the related 
groups. An exhibit of hospital supplies 
and equipment also featured the con- 
vention, the first exhibit the associa- 
tion has had for ten years. 

The retiring president of the asso- 
ciation, John R. Mannix, assistant 
administrator, University Hospitals, 
Cleveland, presented a series of objec- 
tives toward which the association 
should work in the future. These in- 
cluded the licensing of all hospitals, 
legislation to make it mandatory upon 


indigent, statewide group hospitaliza- 
tion, continued cooperation with state 
officials, central purchasing and collec- 
tion for the hospitals of the state and 
uniform hospital accounting following 
the new A. H. A. manual. 


Association’s Aims 


Other suggested objectives were: 
a uniform hospital report to all state 
departments and national organiza- 
tions now requiring reports from 
Ohio hospitals, uniform practice re- 
garding insurance for hospitals, a 
standard formula for determining hos- 
pital rates and charges and the elimi- 
nation of special charges, a uniform 
formula for determining charges to 
governmental and insurance agencies, 
a study of hospital salaries, continua- 
tion of the study of the relations of 
governmental and voluntary hospitals, 
further study of nursing education and 
of the relations to physicians, espe- 
cially as regards x-ray and laboratory 
work, adoption of the new standard 
classified nomenclature of diseases by 
all hospitals, a study of unit costs of 
hospital supplies and equipment, a 
statewide public education program for 
Ohio hospitals and the financing of a 
full-time executive secretary. 

The report of the committee on state 
legislative relations, presented by 
B. W. Stewart, Youngstown Hospitals, 
Youngstown, chairman of the commit- 
tee, showed an exceedingly successful 
year. Almost the entire legislative 
program asked by Ohio hospitals was 
enacted and no important bill inimical 
to hospitals was passed. The auto 
accident compensation bill, under 
which the state highway department 
pays for the hospital care of any per- 
son injured on a highway when the 
hospital cannot otherwise collect, was 
made permanent without the loss of 
a single day’s protection to hospitals. 
Two bills were required to do this. 

The work of the state relations com- 
mittee under the leadership of Mr. 
Stewart has not only saved the hospi- 
tals of Ohio a great deal of money in 
the form of exemptions from sales and 
other taxes but it has also created a 
cooperative spirit between the hospitals 


counties to pay for hospital care of the and the state officials. At the annual 
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banquet Governor Martin L. Davey 
made the address of welcome and some 
fifteen or twenty officials of various 
state departments were guests of the 
association. 

John A. McNamara, director, Cleve- 
land Hospital Service Association, pre- 
sented a plan for statewide group 
hospitalization using the Cleveland 
plan as a model. He declared that the 
Cleveland experience would save a 
great deal of money for other cities 
who could use the same forms, con- 
tracts, accounting system and adminis- 
trative direction. It would also make 
possible enrollment of employees of 
statewide corporations. The plan was 
referred to the trustees for study and 
action. 


A. H.A. Officials Present 


Both Robert Jolly, president of the 
A. H. A., and Dr. R. C. Buerki, presi- 
dent-elect, conducted round tables, the 
former on administrative problems and 
the latter on professional problems. 

The methods of controlling maternal 
mortality were thoroughly explored in 
a joint meeting with the Hospital Ob- 
stetric Society of Ohio. A series of 
standards proposed by the society were 
presented by Dr. Walter Brand, 
Toledo. These are harmonious with 
the standards proposed in the manual 
soon to be published by the council on 
community relations and administra- 
tive practice of the American Hospital 
Association. 

At the concluding business session 
the hospitals voted to continue to send 
5 per cent of their receipts under the 
auto accident compensation law to the 
state association to support its legis- 
lative and other activities and to rec- 
ommend to all member hospitals that 
only recognized physicians be permit- 
ted to practice therein. 

Dr. M. F. Steele, superintendent, 
Grant Hospital, Columbus, was _ in- 
stalled as president and Guy J. Clark, 
secretary, Cleveiand Hospital Council, 
was chosen president-elect. 





Nursing Schools Close 


Seventy-four accredited schools of 
nursing closed during 1934, according 
to the National League of Nursing 
Education, and among the 1,509 still 
operating are several that are consid- 
ering closing this year. 
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| Before Insulin the inability to pro- 
: tect the diabetic from serious med- 
ical complications made surgical 





operations inadvisable except in 
the more urgent cases. Today the 
diabetic patient, under proper die- 
| tetic control and treatment with 
Insulin, stands surgery almost as 
well as the nondiabetic. 


letin (Insulin, Lilly) is supplied through 
the drug trade in 5 cc. and 10 cc. vials. 
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First Survey of Canada’s Hospitals Made 
Public by Bureau of Statistics 


The first statistical survey of the 
work of Canadian hospitals on a do- 
minionwide basis has just been made 
public by the Dominion Bureau of Sta- 
tistics. The report applies to the year 
1932. 

Canada has 860 hospitals, excluding 
mental and incurable, with 51,577 
beds. They represent a capital invest- 
ment of $152,389,373. Nearly $38,- 
000,000 was spent in 1932 for the 
maintenance of these hospitals. They 
had an occupancy of 64 per cent. There 
were 588,761 admissions, 67,294 live 
births, 2,888 still births and a total 
number of persons receiving treatment 
of 622,069. Over 12,000,000 patient 
days of service were furnished to 
adults and children and 905,000 to new- 
born infants. On an average there 
were 1.3 days of hospital care provided 
for every man, woman and child in 
Canada. Of the 12,000,000 patient 


days over 2,500,000 were for indigent 
patients. The average length of stay 
of patients was 19.3 days. 

X-ray facilities were found in 482 
hospitals, clinical laboratories in 349, 
physical therapy departments in 215 
and out-patient departments in 216. 
Over 710,000 patients were treated in 
out-patient departments. 

Doctors attending patients during 
the year numbered 11,416, salaried 
physicians on hospital staffs, 726, 
interns, 733, graduate nurses, 5,210, 
student nurses, 9,472, and all other 
employees, 16,349, giving a rough aver- 
age of three employees per five hospital 
beds or one employee per patient in 
these institutions. 

The average cost per patient day for 
the public hospitals was $2.87, for the 
private hospitals, $3.22, for the domin- 
ion hospitals, $2.73, and for the hospi- 
tals for the incurable patients, $1.30. 





John Howard, Jr., to Fill 
Marie Louis’ Post 


John Howard, Jr., has been appointed 
acting superintendent at Muhlenberg 
Hospital, Plainfield, N. J., to succeed 
Marie Louis who died March 28 after 
a brief attack of pneumonia. 

The death of Miss Louis, head of 
Muhlenberg Hospital since 1920 and 
prominent for many years in the nurs- 
ing and hospital fields, came as a great 
shock to her many friends and profes- 
sional associates who were not even 
aware of her illness. 

Born in Berne, Switzerland, Miss 
Louis came to this country in her early 
youth and trained as a nurse at Belle- 
vue Hospital in New York. After 
graduating, she served for five years 
at Long Island College Hospital, 
Brooklyn, N. Y. When the United 
States entered the World War she vol- 
unteered as an army nurse and was 
detailed to organize army schools of 
nursing. At the close of the war she 
remained in the army nursing service 
and later became educational director 
of the City Hospital, Indianapolis. 
Following this association she became 
identified with Muhlenberg Hospital. 

In addition to a rare executive abil- 
ity which contributed greatly to the 
development of Muhlenburg, Miss 
Louis had many other interests which 
made her a prominent figure in the 
field. She was a charter member of the 
American College of Hospital Admin- 
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istrators and a former vice president 
of the American Hospital Association. 
Last year she retired as president of 
the New Jersey Hospital Association. 
Her great interest, too, in flowers, 
caused her garden at the hospital to be 
known throughout the countryside. 
This particular phase of her activities 
was described in an article “When the 
Hospital Goes in for Gardening” which 
appeared in the February issue of The 
MODERN HOSPITAL. 

Mr. Howard brings to his new post 
extensive experience in hospital man- 
agement. For three years he served as 
superintendent of the New York Hos- 
pital-Cornell Medical Center, New 
York City, and before that affiliation 
was identified for ten years with the 
New York Nursery and Child’s Hospi- 
tal and for five years with the New 
York Orthopedic Dispensary and Hos- 
pital, New York. Mr. Howard with- 
drew from the Cornell Medical Center 
a year ago. 





Convalescent Hospitals Active 

During its first year the convalescent 
hospital for men and boys operated 
by the New York Protestant Episco- 
pal City Mission Society at West Park, 
New York, cared for 619 patients and 
gave 15,342 days of care. The three 
convalescent hospitals maintained by 
this same organization near New York 
have a bed capacity of 300 and cared 
for 1,693 patients last year. 


Nebraska Passes Bill 
on Bureau of Nursing 


The Nebraska nurses’ bill to create 
a bureau of education and registration 
for nurses has been signed by the gov- 
ernor and will take effect three month: 
from the date the legislature adjourns 

The bureau will be supported en 
tirely by fees from licensing and regis 
tration. The state superintendent of 
public instruction will be ex officic 
president, and will appoint an educa- 
tional director to act as secretary of 
the bureau and its two divisions, edu- 
cation and registration. 

The committee on education will be 
composed of three members appointed 
by the governor from nominees made 
by the state nurses’ association. The 
committee on registration, appointed 
in the same manner, will have from 
three to five members. 





Low Death Rate Is Recorded 


The lowest maternal rate in the 136 
years of its existence was achieved by 
the Lying-In Hospital in New York 
City in 1934. Last year the hospital 
cared for 4,317 obstetric patients, 
among whom only six died, giving a 
gross maternal mortality of 1.38 per 
1,000 discharged patients. Expressed 
in terms of live births, the maternal 
mortality rate was 1.7 per 1,000 live 
births. Of the 4,317 cases that re- 
ceived care, 3,336 were cared for in 
the hospital and 981 by the home de- 
livery service. Those cared for at the 
time of delivery totaled 3,616. Nine 
out of every ten mothers returned for 
treatment and advice after the birth 
of their babies. 





Pennsylvania Dietitians to 
Meet This Month 


The third annual convention of the 
Pennsylvania State Dietetic Associa- 
tion is to be held May 8, 9 and 10 
in Philadelphia, coinciding with the 
meeting of the Hospital Association of 
Pennsylvania. Joint meetings of the 
two organizations will be held when 
subjects of interest to both adminis- 
trators and dietitians are discussed. 

The program is planned to cover 
the four section activities, administra- 
tion, diet therapy, professional edu- 
cation and community education. Ed- 
ucational and commercial exhibits will 
be open each day from nine to five. 

Graduates and students of home 
economics schools not members of the 
association are invited to register as 
guests. 
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“Pirase try, at our expense, a case of four full 
pound packages of DYNO—Pure Dextrose (see coupon below). 
... We, the makers of Karo, are introducing Pure Dextrose 
under the trade name DYNO—at the lowest price (15¢ per 
pound) ever offered to the public. By your prescribing DYNO (a 
simple, easy name to remember) you can help accelerate a nation- 
wide distribution of Pure Dextrose to sell at this remarkably low 
figure. Thus, also enabling patients in moderate circumstances to 


use all the Dextrose they may need. 





FREE COUPON 
CORN PRODUCTS SALES COMPANY - 17 BATTERY PLACE, NEW YORK CITY 
I am interested in DYNO and your offer to send me a complimen- 
tary case of four packages (carrying charges prepaid)...Enclosed is 
one of my prescription blanks or one of my professional cards. 
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New Building Projects 








TRAVERSE CITY, Mich.—A _ $75,000 
children’s clinic is to be erected on the 
grounds of the Traverse City State 
Hospital by means of a fund set up by 
Sen. James Couzens several years ago. 
The clinic will be the first of its kind 
in the northern part of the lower pen- 
insula and will handle cases from Mus- 
kegon Bay north to the straits. A 
postgraduate teaching center will prob- 
ably be established at the clinic by the 
University of Michigan Medical School. 

DENTON, Tex.—One of the four 
buildings to be erected in the program 
authorized by PWA grants is a hospi- 
tal under construction at the Texas 
State College for Women. It will cost 
approximately $35,000. 

Ripon, Wis.— Contracts totaling 
$74,400 have been awarded for the 
Ripon Municipal Hospital. 

KENEDY, Tex.—A sixteen-room hos- 
pital, with a modern operating room 
and a laboratory, is being built by Dr. 
C. M. Kent and Dr. John W. Worsham 
for the Kenedy Clinic and Hospital. 

RICHMOND, Va.—A PWA grant of 
$130,000 has been received by the hos- 
pital division of the Medical College of 
Virginia for the erection of a central 
heating plant. The plant is designed to 
serve the present college and hospital 
buildings and any future develop- 
ments. A series of underground tun- 
nels, large enough to be used for pas- 
sageways will connect all the buildings. 

NAVASOTA, Tex.—An addition now 
under construction at Brazos Valley 
Sanitarium will provide a charity ward 
of twenty-five beds and expanded lab- 
oratory and operating facilities. In- 
cluded in the building plans is a special 
room to house the library. 


STATEN ISLAND, N. Y.—A new wing 
to be added to the Richmond Memorial 
Hospital, Princess Bay, will double 
the present capacity of the hospital 
which has an occupancy of forty-five 
beds. This addition will cost about 
$275,000 and will be two stories in 
height. It is the gift of Mrs. Berta 
Elizabeth Dreyfus who has been a gen- 
erous contributor to the hospital since 
1927, having made possible the main 
building, also a modern nurses’ home. 

DAYTON, Ohio.—In order to relieve 
the overcrowded conditions at Still- 
water Sanatorium, the counties of 
Preble and Montgomery are asking aid 
from the FERA to permit the con- 
struction of a five-story addition, esti- 
mated at $200,000. 

RACINE, Wis.—An annex and an ad- 
ministration building are being built 
at Sunny Rest Sanatorium through the 
auspices of the FERA. The total cost 
of the two projects is $60,000. 

DEER LODGE, Mont.—A_ four-story 
receiving hospital is being built at the 
Montana State Tuberculosis Sanitari- 
um at a cost of $134,990. 

SHREVEPORT, La.—It is expected that 
the new Shreveport Charity Hospital 
will be completed by June 1. The insti- 
tution, of which Dr. E. L. Sanderson is 
superintendent, will then have accom- 
modations for 700 patients. 

SAN ANTONIO, Tex.—Contracts have 
been awarded for two buildings in con- 
nection with the proposed army base 
hospital at Fort Sam Houston. One is 
a nurses’ home, with facilities for 
housing fifty nurses and the other a 
medical detachment barracks to accom- 
modate 200 men. Both buildings are to 
be of brick with artificial stone trim. 





New York Group Plan 
to Cover 50-Mile Radius 


Anyone living within a radius of 
fifty miles of New York City is eligible 
for membership in the three-cents-a- 
day Associated Hospital Service group 
hospitalization plan which went into 
effect in April under the direction of 
Frank Van Dyk. 

The plan does not accept indivdiual 
subscriptions. Dependents may be en- 
rolled if they are included in a group 
of ten, five of whom must be regularly 
employed persons. In this manner the 
balance of the plan may be maintained. 
No one over sixty-five years of age 
may subscribe to the service, but the 
youngest child may be enrolled. No 
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physical examination is required. 

Subscribers must certify they are in 
normal health at the time they enter 
the plan. It is expected that member- 
ship in the service will reach 100,000 
the first year and that it eventually 
will have 1,000,000 subscribers. There 
are now seventy-four hospitals cooper- 
ating in the plan. 





Adopts Eight-Hour Plan 


The eight-hour day for nurses has 
been adopted in the hospital division, 
Medical College of Virginia, Richmond, 
Va., beginning April 1. It is the first 
hospital in the state to adopt the eight- 
hour plan. 





Allied Organizations 
Meet in Philadelphia 


The Hospital Association of Penn- 
sylvania, the Pennsylvania State As- 
sociation of Nurse Anesthetists and the 
Pennsylvania State Dietetic Associa- 
tion are holding a joint convention in 
Philadelphia, May 8 to 10, at which an 
attendance of 1,000 is expected. 

Those papers which are of joint in- 
terest to the hospital administrator 
and the anesthetist, are scheduled for 
Thursday afternoon when Dr. Edward 
Schumann, Philadelphia, will discuss 
the future of the nurse anesthetist and 
Dr. Harold Leighton Foss, George F. 
Geisinger Memorial Hospital, Danville, 
Pa., will talk on modern anesthesia 
from the standpoint of the surgeon. 

On Friday afternoon the dietitians 
will meet with the hospital association. 
Pay cafeteria and dining room service 
for small and large hospitals is the 
subject of a talk that will be given by 
S. Margaret Gillam, New York Hospi- 
tal, New York City. Dr. Joseph C. 
Doane, Jewish Hospital, Philadelphia, 
is to give a paper on the hospital 
dietitian. 





Ready to Open in May 


After numerous delays the Meadow 
Brook Hospital, Hempstead, N. Y., the 
first public hospital in Nassau County 
and the only institution in the county 
to have a ward for contagious diseases, 
is expected to open during May. The 
only chance for delay will be in the 
event that beds and surgical equip- 
ment cannot be obtained in time. Out 
of a planned total of 200 beds, only the 
contagious ward will be ready for pa- 
tients, plus a few maternity and mis- 
cellaneous beds. It was voted to build 
the hospital five years ago, and the 
plan was to spend $1,900,000 on its 
construction. The depression cut into 
the expected sale of bonds, however, 
and it was impossible to complete the 
building. 





Establishes Photography Department 


A department of clinical photog- 
raphy has been established at the Sas- 
katoon City Hospital, Saskatoon, Sask., 
to cover the field of motion pictures, 
natural color slides and photographs, 
memoscope films and lantern slides. 
The photographs are a part of the case 
record and are used for teaching in the 
school of nursing and at staff meet- 
ings. In three months the department 
has produced over 600 photographs. 
Leonard Shaw is the superintendent 
of the institution. 
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with snc Recording 
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Cardiographic tracing made on P.M.C. 
Bromide Paper, No. 1. 
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In split-second intervals the electrocar- 
diograph writes its report of heart function. 
Its sensitive mechanism acts swiftly... 
The flash of the beam of light or the 
quiver of the string to record the tracing 
is faster than the eye can follow. 

The great importance of accuracy to- 
gether with this speed of operation places 
strict demands upon the cardiographic 
recording medium. It should possess just 
the correct degree of sensitivity and con- 
trast. Each roll should be the same as the 
last, the same as the next. 
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Cardiogram made on Eastman Safety 
Cardiographic Film. 





Eastman Safety Cardiographic Film 
and P. M. C. Bromide Paper No. 1 are 
made especially to meet these specific re- 
quirements. Correct sensitivity and maxi- 
mum contrast are inherent qualities of 
every foot of every roll. When you stand- 
ardize on these Eastman products, your 
staff will have the best possible assurance 
of securing accurate tracings of highest 
quality. You can be sure of the economy 
of efficient technic and few retakes. 
Eastman Kodak Company, Medi- 
cal Division, Rochester, N. Y. CODE 





Eastman Cardiographic Film and Paper 
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Southern Hospital People Gather at 
Greensboro, N. C., in Tri-State Meeting 


They actually ran short of repre- 
sentatives’ identification badges at 
Greensboro, N. C., when the North 
Carolina Hospital Association met in 
joint meeting with the South Carolina 
and Virginia Hospital Associations. 
Attendance count reached the three 
hundred mark. 

The two-day event was brimful of 
interest and activity for everyone. 
Subjects of papers read before the four 
sessions were carefully selected, em- 
phasizing those phases of hospital con- 
duct that present the greatest current 
problems. Down one flight from the 
convention hall a group of some twenty 
exhibitors put on a show of hospital 
equipment and supplies that was well 
attended and well patronized, too, ac- 
cording to the enthusiastic report of 
representatives in charge. The evening 
of the first day was the occasion of the 
annual banquet, always a high spot 
when good fellowship and true South- 
ern hospitality abound. 


Small Hospital Problems 


The small hospital most concerned 
those who attended this meeting. 
Hence much of the discussion was 
aimed at assisting those responsible for 
the conduct of such institutions, as the 
following abstracts from certain talks 
will show. 

“The Small Hospital as a Commu- 
nity Asset,” by Maynard O. Fletcher, 
Tayloe Hospital, Washington, N. C.: 
“There are some communities in our 
beloved South that are beginning to 
realize that the hospital is an asset in 
its relation to the poor and needy. They 
feel that the indigent sick is a commu- 
nity liability that can be turned into 
an asset by the hospital, and, further, 
that the responsibility of creating this 
asset rests upon the community, not 
upon the hospital. .. . The hospital is 
also an asset as a business enterprise 
in the town.” 

“The Personal Side of the Hospi- 
tal,” by Dr. Lewis E. Jarrett, hospital 
division, Medical College of Virginia: 
“During this period of rapid modern- 
ization and improvement of service, 
have we kept in mind the personal 
feelings of our patients? At our hos- 
pital we attempt to make the patient 
feel that we are pleased he has chosen 
us. On entering, the patient is imme- 
diately referred to the superintendent 
or to one of his assistants. This per- 
son makes the financial arrangements 
and attends to details of admission, fol- 
lowing which the administrative clerk 
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performs the mechanical work and es- 
corts the patient to his proper loca- 
tion. Among other courtesies rendered, 
the pastor of each patient admitted is 
extended a welcome to visit the patient 
at any time convenient to him. Per- 
sonal letters are written patients after 
their release from the hospital express- 
ing the hope that their stay was satis- 
factory. Also, a letter goes to the near- 
est relative in case of death... .Any 
special examination or transference of 
the patient to other departments is 
explained to him in advance.” 

“Hospital Publicity—Certain Types 
Debatable,” by J. Lyman Melvin, Park 
View Hospital, Rocky Mount, N. C.: 
“Hospital publicity, unlike commercial 
advertising, does not create new mar- 
kets of itself. We don’t want the hos- 
pital to embark upon an era of rugged 
individualism. The public should be 
educated in hospital costs but not 
through ill-advised publicity which 
plays up the services of one particular 
institution against those of another.” 

“The Out-Patient Department as a 
Community Asset,” by Mrs. Byrd B. 
Holmes, Greenville General Hospital, 
Greenville, S. C.: “It is the quality of 
the work done rather than the quan- 
tity that reflects credit upon the hos- 
pital. Proper equipment should be pro- 
vided so that the doctor can proceed 
with his work without loss of time. The 
out-patient department plays an im- 
portant part in the health and social 
life of the community.” 


The Anesthetist’s Responsibility 


“Pre-Anesthetic Preparation and the 
Anesthetist,” by Edna M. Knight, Rex 
Hospital, Raleigh, N. C.: “Not every 
nurse is fitted to specialize in anes- 
thesia. It is well to discourage or en- 
courage as seems best those interested 
in this particular phase of the work. 
Personal contact by the anesthetist 
with the patient is desirable. Before 
the operation and during the admin- 
istering of the anesthetic she should 
talk to the patient and encourage him.” 

“Legislation for Hospitals,” by Dr. 
John S. Bradway, Legal Aid Clinic, 
Duke University, Durham, N. C.: 
“Preventive law like preventive medi- 
cine calls for initiative, but it is worth 
while in the long run. In organizing a 
legislative program it is first neces- 
sary to bring home to hospitals a con- 
sciousness of the need for cooperating 
with the law in solving problems that 
at first sight may seem to lie exclu- 
sively in the hospital field. Then it is 





necessary to canvass the existing laws 
to find out just how many of the activi- 
ties of the hospitals are already cov- 
ered by one or more rules of law.” 
Newton Fisher, James Walker Me- 
morial Hospital, Wilmington, N. C., 
president, North Carolina Hospital As- 


sociation, presided at two sessions 
while Dr. W. T. Sanger, president, Vir- 
ginia Hospital Association and 
F. Oliver Bates, president, South 
Carolina Hospital Association, served 
as the other presiding officers. 


Those on the Program 


In addition to the speakers, ab- 
stracts of whose talks have been pre- 
sented, the program included the fol- 
lowing names: Dr. J. F. Highsmith, 
Sr., Highsmith Hospital, Fayetteville, 
N. C.; Marybeth Hurst, Grace Hospi- 
tal, Banner Elk, N. C.; B. W. Rogers, 
Watts Hospital, Durham, N. C.; T. J. 
Alford, Roanoke Rapids Hospital, 
Roanoke Rapids, N. C.; Dr. Henry J. 
Langston, Danville, Va.; Helen Roll, 
Johnston-Willis Hospital, Richmond, 
Va.; Ruth Council, president, North 
Carolina State Nurses’ Association, 
Charlotte, N. C.; Mrs. Mary F. Hearn, 
Rex Hospital, Raleigh, N. C.; Dr. F. H. 
Mayfield, hospital division, Medical 
College of Virginia; Lela M. Davis, 
Tuomey Hospital, Sumter, S. C.; F. V. 
Altvater, superintendent, Duke Hospi- 
tal, Durham, N. C.; Dr. J. B. Whitting- 
ton, City Memorial Hospital, Winston- 
Salem, N. C.; Charles H. Dabbs, Tuo- 
mey Hospital, Sumter, S. C.; Dr. J. M. 
Shackelford, Shackelford Hospital, 
Martinsdale, Va.; Dr. I. H. Manning, 
Chapel Hill, N. C.; Dr. Robert W. Pe- 
trie, Petrie Hospital, Murphy, N. C. 

Among prominent visitors attending 
the convention were Dr. Bert W. Cald- 
well, executive secretary, American 
Hospital Association and Robert E. 
Neff, president, American College of 
Hospital Administrators. In addition 
to recounting the progress of the legis- 
lative work being carried on at Wash- 
ington under the auspices of the 
A. H. A., Doctor Caldwell conducted a 
round table on hospital problems. 

Mr. Neff was the guest speaker at 
the banquet, selecting as his subject 
“Better Standards for Hospital Ad- 
ministrators.” 

Dr. Boice C. Wills, Park View Hos- 
pital, Rocky Mount, N. C., was elected 
president of the North Carolina Hos- 
pital Association succeeding Newton 
Fisher. M. E. Winston, Rex Hospital, 
Raleigh, was reelected secretary and 
treasurer. Dr. Lewis E. Jarrett, was 
elected president of the Virginia group 
and M. Haskins Coleman, Jr., Johnston 
Willis Hospital, Richmond, secretary. 
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Armored at the Wrist, the new Matex 
dermatized gloves protect against 
glove failure by placing extra-strength 
at the most vulnerable spot. @ To the 
surgeon, this glove means practically 
an elimination of wrist-tearing, when 
pulling the gloves on the hand—as 
well as the banishment of mental ex- 
asperation. @To the hospital it assures 
greater economies as measured in 
actual dollars. @ The Armored Wrist 
is a tested and proven development. 
Every surgeon, every hospital super- 
intendent and operating room supervisor should 
examine and test the unique Armored -Wrist 
glove. Simply phone your Matex dealer, he 
will be glad to show you samples. 


The Massillon Rubber Co. Massillon, Ohio 
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Science solves problems from 
a practical standpoint. Armored 
with extra rubber where wear 
and tear is greatest. 
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Even nature protects by pro- 
viding armor for armadillos. 
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This cut-away cross section view illus- 
trates how the New Armored -Wrist 
appears under the microscope. Extra- 
strength at the spot that receives 
the strain. 











Summer Dietetic Course at 


New York-Cornell 


A field practice course at New York 
Hospital and Cornell University Med- 
ical School is open to those who qual- 
ify for appointment. This course, 
which is under the supervision of Dr. 
Mary deGarmo Bryan, institution 
management, Teachers College, Co- 
lumbia University, and S. Margaret 
Gillam, director, department of nutri- 
tion, New York Hospital, offers obser- 
vation in all units of the nutrition de- 
partment of the institution which has 
a bed capacity of 1,000 and cares for 
all types of acutely ill patients. 

Lectures and clinics will be conducted 
by physicians on the staff of the New 
York Hospital and of Cornell Univer- 
sity Medical School and by members 
of the staff of the nutrition depart- 
ment. Requirements are a college de- 
gree with a major in foods and nutri- 
tion or institution management, hos- 
pital training and experience satisfac- 
tory to the advisers. 

A limited number of appointments 
will be reserved for college instructors 
in diet in disease. 





Legislation 











OKLAHOMA.—Liens on all rights of 
action, claims, judgments, compro- 
mises or settlements accruing to in- 
jured persons by reason of their in- 
juries will be accorded to physicians, 
nurses and hospitals treating persons 
injured through the negligence of 
others, if a bill introduced is passed. 

QuUEBEC.—A bill presented to the 
Provincial legislature provides that 
when a settlement is made to a claim- 
ant in respect of an automobile acci- 
dent, at the time of settling the claim- 
ant’s claim, the bill for hospitalization 
and medical services accorded the in- 
jured party will be paid by the party 
or corporation making the settlement. 
Since this bill has the approval of the 
committee on public bills, it is expected 
that it will become a law at the present 
sitting of Parliament and the Provin- 
cial Legislative Council. 

PENNSYLVANIA.—A bill providing 
reimbursement for hospital care of 
indigent persons injured by motors on 
the highways has been introduced be- 
fore the senate. 

MARYLAND.—A bill has passed the 
senate which proposes to authorize cor- 
porations to organize under the corpo- 
ration laws of the state for the purpose 
of operating a nonprofit hospital serv- 
ice plan. 

MINNESOTA.—A proposal to amend 
the law relating to the care, treatment 
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and hospitalization of indigents by per- 
mitting the county board of any county 
in which there is located a hospital 
designated as a Class A hospital by 
the American College of Surgeons to 
contract with such hospitals to care for 
and treat indigent residents of the 
county, has been introduced before the 
state legislature. 

NorTH CAROLINA.—A bill recently 
introduced proposes to exempt from 
taxation all general hospitals operat- 
ing approved nurses’ training schools. 





Bequests 








A gift of $200,000 has been made to 
the funds of Royal Victoria Hospital, 
Montreal, Que., by Sir Herbert Holt, 
president of the hospital. The gift is 
to be known as the Herbert S. Holt 
Foundation. 

The French Hospital of New York 
City and Monmouth Memorial Hospi- 
tal, Long Branch, N. J., have received 
bequests from the estate of John Hub- 
bard, retired lawyer and former treas- 
urer of the International Banking 
Corporation. A total of $277,424, rep- 
resenting three-fourths of the residue 
of the estate, is to be divided among 
four institutions of which the two hos- 
pitals mentioned are each to receive 
four-tenths. 

A trust fund has been established 
by the will of the late Dornoe E. 
Parker, of Wales, Mass., which, when 
it reaches over $1,000,000, will be used 
to establish the Dornoe E. Parker and 
the Fannie M. Parker Memorial Hos- 
pital, a public institution for Monson, 
Mass. Among those receiving one-sixth 
of the income from a $6,000 trust fund 
provided by the will are the Home for 
the Aged and Palmer Hospital. 

More than three-fourths of the $234,- 
147 net estate left by Dr. William 
Chittenden Lusk goes to New York 
University and Bellevue Hospital 
Medical College. The sums of more 
than $180,000 eventually allotted to the 
college by Doctor Lusk, who was a 
professor at the institution, are to set 
up the Chittenden Lusk Fund for the 
Advancement of Medical and Surgical 
Science. Doctor Lusk’s father, Dr. 
William Thompson Lusk, was a former 
president of the college. 

Greenville Darke County Hospital, 
Greenville, Ohio, recently received 
$250 from the estate of the late Dr. 
Ora I. Hetzler. A 200-acre farm near 
Stony Creek, Ind., was left by Doctor 
Hetzler to the James Whitcomb Riley 
Hospital for Children, Indianapolis, 
with the stipulation that it be held in 
trust for the testator’s father, Gideon 
Hetzler, until his death. 


A large portion of the $2,000,000 
estate of Jep J. Dau, Chicago, is to be- 
come a trust fund. One-fifth of the 
income from this fund will be divided 
equally between the Chicago Home for 
Incurables, the United Charities of 
Chicago, the Children’s Memorial Hos- 
pital and the Young Women’s Chris- 
tian Association. The remaining four- 
fifths is to be divided equally between 
the Danish Old People’s Home of Chi- 
cago and the Chicago Orphan Asylum. 

A bequest of $68,000 made to the 
Monmouth Memorial Hospital, Long 
Branch, N. J., from the estate of the 
late John Hubbard is to be used in 
the construction of a new laundry and 
power plant. Mr. Hubbard stipulated 
that the money be used to modernize 
the present antiquated plant, which is 
more than a quarter of a century old. 
Plans are being completed by Epple 
& Kahrs, architects in Newark, N. J., 
and it is expected that ground will be 
broken this spring. 

The Children’s Hospital, Halifax, 
N. S., will receive 20 per cent of the 
income from the trust fund established 
by the will of the late Obed E. Smith 
from his $2,000,000 estate, after be- 
quests to his family have been paid. 
Grace Maternity Hospital, Halifax, and 
Inverness County Memorial Hospital, 
Inverness, will each receive 5 per cent. 

St. John’s Riverside Hospital, Yon- 
kers, N. Y., is the recipient of a gift 
of $150,000 made by the Surdna Foun- 
dation which was established some 
years ago by the late John E. Andrus, 
capitalist. From the same source the 
Yonkers General Hospital and St. 
Joseph’s Hospital, Yonkers, each re- 
ceives $25,000. 

The United Hospital Fund and the 
Charity Organization Society, both of 
New York, will each receive one-quar- 
ter of the estate of the late Bernhard 
C. Hesse, appraised at $123,073. The 
other half will be divided equally be- 
tween the University of Chicago and 
the University of Michigan. 

An outright gift of $37,500 was left 
to Good Samaritan Hospital, Portland, 
Ore., by the late W. B. Ayers. 

St. Luke’s Hospital, Chicago, re- 
ceives $25,000, and the Cape Cod Hos- 
pital, Hyannis, Mass., $10,000 through 
the will of the late Robert Marshall 
Roloson of Evanston, IIl. 


The late Dr. Harry A. Sifton, chief 
of staff of the Milwaukee Hospital 
(Passavant), Milwaukee, for twenty- 
five years, left his estate of $350,000 
to the hospital with the stipulation that 
before it became the property of the 
institution, certain named beneficiaries 
were to be allowed the use of the in- 
come from the estate for as long as 
they lived. 
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Sanitary, stain-proof and easy to maintain, colorful Sealex Floors 
000,000 and Walls are the most practical means of adding cheer to any hos- 
4 te be pital interior. Notice how this Sealex Floor has been installed witha 
cove base and border treatment—a decorative feature that also elim- 
of the inates dirt-catching angles where walls meet floor. 
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and Comparing virtually every modern floor, the Year 


Book clearly shows the superiority of linoleum from 
the standpoint of economy, durability and quietness 
underfoot—the three primary considerations in select- 
ing a hospital floor. (Reprint of Year Book's listing 
sent On request.) 

When installed by authorized contractors of Bonded 
Floors or Bonded Walls, Sealex Linoleum and Wall- 
Covering are backed by Guaranty Bonds covering the 


This playroom at St. Mary’s Hospital, Detroit, Mich- 
igan, illustrates the cheerful decorative effects that may 
left , — 
| be obtained at moderate cost by combining a colorful 
designed-to-order Sealex Linoleum Floor with the new 
+ linoleum-type Sealex Wall-Covering. 
gh Sealex materials are as successfully installed in 
all hospital remodeling projects as in new construction. 
Appropriate floor designs for any hospital interior can 
wd be cut-to-order at lower cost in Sealex Linoleum than 
ty- in any other type of floor. And no less an authorita- full value of workmanship and materials. Write for 
” tive source than the Modern Hospital Year Book lists full information. 


at . . : 
he CO linoleum as the most practical hospital floor. CONGOLEUM-NAIRN ING., KEARNY, N. J. Ww 


S| SEALEX Lorelei Toes and Wall-Covering 


REG. U. S. PAT. OFF. 
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Goldwater Continues Drive for Research 
and Hospitalization in Chronic Disease 


‘The drive for proper hospitalization 
of patients suffering from chronic dis- 
eases and for research facilities to be 
used in arresting the progress of this 
type of invalidism continues in New 
York City under the direction of Dr. 

®S. S. Goldwater. 

* Efforts are being made to obtain a 
fund of $25,000 from private agencies 
to be used to start research work on 
éhronic diseases at once. An $11,000 
response had been made to Doctor 
Goldwater’s requests by April 1. The 
work will be begun experimentally 
with 100 beds in the Metropolitan Hos- 
pital on Welfare Island. 

Mayor La Guardia has sponsored a 
request for PWA funds for the con- 
struction of two modern hospitals for 
chronic diseases, each with a capacity 
of 1,500 beds, to be erected on Welfare 
Island. 

Systematic efforts are being made by 
Doctor Goldwater and his aids to cre- 
ate a proper understanding of the 
needs for an increased appropriation 
for maintenance, laboratory service 
and nursing care, on the part of the 


board of estimate and apportionment, 
the board of aldermen, the budget di- 
rector’s office and the public. 

The preliminary fund of $25,000 for 
the inauguration of the research work 
is being asked with the belief that a 
show of interest and approval on the 
part of citizens and organizations will 
encourage official action on the 1936 
budget, which will have to provide the 
funds necessary to continue the work, 
as it is not intended that this project 
should rely upon private sources for 
financing. 

The deans of the five medical schools 
in New York City have united in sup- 
port of Doctor Goldwater and the 
movement. It is planned that eventu- 
ally a clinical division in a chronic 
hospital will be assigned to each school. 

It has been estimated, according to 
Doctor Goldwater, that $100,000 would 
be needed annually to open and main- 
tain the new division, but that a saving 
of millions of dollars would be made 
by the city as the result of a checking 
of prospective chronic cases soon after 
incipiency. 





Texas Associations 
Elect New Officers 


Two Texas hospital associations held 
meetings during the month of March 
at which officers for the coming year 
were elected. 

The Texas State Hospital Associa- 
tion, which met at Marlin on March 
22 and 23, elected E. M. Collier, super- 
intendent, West Texas Baptist Sani- 
tarium, Abilene, president, and Mrs. 
Martha Roberson, superintendent, 
Medical and Surgical Hospital, San 
Antonio, president-elect. 

The other officers selected were C. E. 
Hunt, superintendent, Lubbock Sani- 
tarium, Lubbock, first vice president, 
Oswald Daughety, Central Texas Hos- 
pital, Brownwood, second vice presi- 
dent, and Margaret Rose, Wichita 
Falls General Hospital, Wichita Falls, 
secretary. Mrs. Josie Roberts, super- 
intendent, Methodist Hospital, Hous- 
ton, was reelected treasurer. 

The Northwest Texas Clinic and 
Hospital Managers Association held 
their meeting in Brownwood on March 
21. Eva M. Wallace, superintendent, 
Wichita Falls Clinic Hospital, Wichita 
Falls, was elected president. 

J. B. Adcock, business manager, 
Rush, Schulkey, Wall and Windham 
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Clinic Hospital, San Angelo, was made 
first vice president. Pat Morrison, busi- 
ness manager, West Texas Baptist 
Hospital, Abilene, was chosen secre- 
tary-treasurer. 





Johns Hopkins Hospital 
Opens $200,000 Drive 


An appeal for funds amounting to 
$200,000 is being made by Johns Hop- 
kins Hospital, Baltimore. This is the 
first time in the history of the forty- 
six-year-old institution that a cam- 
paign for funds has been found 
necessary. 

Decreases in the net income of the 
hospital have already forced the clos- 
ing of 100 beds. “We could either 
curtail expenses still further to pre- 
vent continuing deficits,” explained 
Henry D. Harlan, president of the 
board, “or we could appeal to the people 
of Baltimore for whom Johns Hopkins 
founded the hospital and in whose serv- 
ice the present financial need arises. 

“Because further curtailments can 
be made only at the expense of the sick 
poor whose needs today are greater 
than ever, the second alternative could 
be our only choice.” The drive was 
opened on April 24. 


Nurse Anesthetists to Meet 
With Hospital Groups 


Two meetings of state associations 
of nurse anesthetists are scheduled for 
this month in conjunction with hospital 
association meetings. The fourth an- 
nual meeting of the Pennsylvania 
State Association of Nurse Anesthet- 
ists is to be held with the Pennsylvania 
Hospital Association in Philadelphia, 
May 8 to 10, and the New York State 
Association is meeting with the New 
York Hospital Association in New 
York City, May 23 and 24. 

On June 20 and 21, at Duluth, Minn., 
the first annual meeting of the Minne- 
sota State Association of Nurse Anes- 
thetists will be held in conjuction with 
the Minnesota Hospital Association. 

The National Association of Nurse 
Anesthetists will be held in St. Louis, 
October 1 to 3, in conjunction with the 
convention of the A. H. A. 





New Record Achieved 
by Englewood Hospital 


A general increase in the demand 
for medical, surgical and maternity 
care at Englewood Hospital, Engle- 
wood, N. J., has resulted in new rec- 
ords in the number of patients being 
treated. The hospital census recently 
reached a total of 240 patients, sur- 
passing the previous record of 227 pa- 
tients registered at the hospital on Feb- 
ruary 23. 

The new maternity wing which has 
recently been opened has made it pos- 
sible to accommodate a large number 
of maternity cases without overcrowd- 
ing, according to Victoria Smith, su- 
perintendent. In other departments, 
however, it has been necessary to con- 
vert double rooms into rooms with four 
beds and to place additional beds in 
all wards. 

Miss Smith also reveals that the ma- 
ternity ward policy of admitting only 
fathers of newborn children as visi- 
tors is to be continued. This policy was 
instituted following the recent deaths 
of ten newborn babies in Teaneck, 
N. J., as a result of a strange intesti- 
nal ailment. 





Solicitor on Business Staff 


A solicitor has been engaged as a 
permanent part of the business staff of 
the Saskatoon City Hospital, Saska- 
toon, Sask. It is thought that his serv- 
ices will prove to be an aid to the hos- 
pital in its collection policies, and will 
be of protective value to the institution 
generally. 
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NEVER PERMIT ETHER TO COME INTO THE HOS- 
PITAL IN ANY LARGER CONTAINERS THAN CAN 
BE CONVENIENTLY CARRIED INTO THE OPERATING 
ROOM SEALED AND OPENED THERE ONLY AS NEEDED. 


Ether presents no danger if stored and handled with due regard for 
the fact that its vapor is one of the most highly inflammable of all 
gasses. The storing of ether in drums, from which smaller containers 
are filled as needed, is exceedingly dangerous. In the process of opening 
the drum and drawing off a quantity of the ether, it is impossible to 
prevent ether vapor from escaping. Falling to the floor it spreads with 
great rapidity. The scratch of a shoe nail on the floor, a stored up 
charge of static electricity, a light switch or motor not wholly vapor 
proof,—an explosion—and disaster, is inevitable. 


Mallinckrodt Ether for Anesthesia is packed for convenience in con- 
tainers sized to suit the daily requirements of any size hospital. These 
containers, chemically treated to preclude the possibility of contamina- 
tion are hermetically sealed with the patented solderless closure, and 
may be stored in any quantity with perfect safety. 


A container, of the size needed for each operating period, should be 
carried to the operating room SEALED and opened there, and there 
only. 


Mallinckrodt Ether for Anesthesia is favored by anesthetists and sur- 
geons who demand safe, controlled effect. Produced with every technical 
safeguard that 68 years of manufacturing experience dictates, from the 
selection of the base materials to the super-sensitive special tests, 
Mallinckrodt Ether for Anesthesia is entirely free from peroxides, 
aldehydes and all toxic impurities. Due to the patented packaging it 
will be as pure, when opened in the operating room, as it was when 


packaged. 


Mallinckrodt Ether for Anesthesia, is packed in 14 
Pound, 4% Pound, | Pound and 5 Pound, chemically 
treated, hermetically sealed, patented closure containers. 


CHEMICAL WORKS 
Makers of over 1500 Fine Medicinal Chemicals 


ST. LOUIS NEW YORK TORONTO 


 $ CHICAGO PHILADELPHIA MONTREAL 
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Costs of 24 Catholic Hospitals 
Jump $249,036 in Year 


A sum of $3,605,176 was expended 
in 1934 for operating cost by the twen- 
ty-four general and special Catholic 
hospitals, which include seven clinics, 
in the Roman Catholic Archdiocese of 
New York, according to the annual re- 
port of the division of health of the 
Catholic Charities. In 1933 the cost 
was $249,036 less than this. 

Over 350,000 days of free care were 
given to about 12,000 patients at a 
cost of $1,759,530. This is almost twice 
the amount collected in the annual 
drive by Catholic Charities for the 
year. In-patients numbered 54,650, an 
increase of almost 3,000 over 1933. 
Regular hospital rates were paid by 
32 per cent of these, about an equal 
number were paid for by New York 
City at rates less than the cost of 
their care, a little more than 14 per 
cent paid in part and 21 per cent paid 
nothing. 

In the seven hospitals with clinics, 
39,459 patients were treated. This was 
an increase of almost 2,000 over the 
number treated in 1933. In 18,598 
cases, free prescriptions were given to 
needy patients. Clinical care totaled 
159,684 visits, an increase of 24,481 
over those made in 1933. 





Hospital Establishes New Record 


Nineteen thirty-four proved an out- 
standing year in the work of the 
Woman’s Hospital in New York City 
in that not a single loss of life was re- 
ported among the 814 mothers attend- 
ing its prenatal clinic. This is the first 
year that has passed without any ma- 
ternal fatality since the inception of 
the hospital’s obstetric service twenty- 
five years ago. The record reveals that 
16,102 patients were cared for during 
the year, of whom 5,064 were in-pa- 
tients. These received a total of 73,085 
days’ care of which 35,246 were free. 
The out-patient class numbered 11,038. 





Eight-Hour Day Brings 
Employment Increase 


An increase of employment among 
nurses, from 25 per cent to 90 per 
cent, is reported by the committee on 
eight hours for nurses, representing 
the New York State Nurses Associa- 
tion for Manhattan, the Bronx, West- 
chester County and Staten Island, fol- 
lowing the introduction of the eight- 
hour day schedule for nurses in New 
York City. 


Nearly 2,500 private duty nurses, 
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over one-third of those practicing in 
the city are now connected with hos- 
pitals that permit them to work the 
short hours. Twenty-five hospitals in 
the city have adopted the eight-hour 
schedule for special nurses. 

Three nurses instead of two are em- 
ployed when twenty-four-hour service 
is required, consequently the plan per- 
mits shorter units of nursing service 
at a lower fee, a reasonable working 
day for three nurses and more days’ 
work. 





Georgia Librarians Meet 


The Georgia division of the Associa- 
tion of Record Librarians has been 
holding monthly meetings in an effort 
to become as thoroughly organized as 
it wishes to be. The division now has 
twelve active members and two hon- 
orary. Mrs. E. A. Hamrick, Grady 
Hospital, Atlanta, is president, and 
Nannie Belle Phillips, Henrietta Egles- 
ton Hospital for Children, is secretary- 
treasurer. 





Plans Formulated for New Building 


Plans are being drawn for a modern 
fireproof building to replace Wards K 
and L of Fairmont Hospital of Ala- 
meda County, San Leandro, Calif. It 
is hoped that if the county provides 
plans, specifications, materials and su- 
pervision the state emergency relief 
administration will provide the labor. 


Doctors Administer Anesthetics 


As the result of a plan being trie 
experimentally at Bellevue Hospita! 
New York City, graduates of medicin. 
rather than nurse technicians will ad 
minister anesthetics. If the plan prove 
successful, it will be instituted in th 
other twenty-five city hospitals. Ad- 
vances in surgery have been accom 
panied by demands for more skill anu 
different techniques in anesthetizin; 
patients, Dr. S. S. Goldwater, commis 
sioner of hospitals, explained wher 
discussing this move, and the lack oi 
broad training in medicine of nurses 
disqualifies them for administering 
spinal injections and other forms of 
anesthetics aside from the inhalation 
methods used for ether and nitrous 
oxide, he said. 





Nursing Education Appointments 


Dorothy Rogers has been appointed 
assistant professor of nursing educa- 
tion and Sallie L. Mernin is to be an 
instructor in nursing education on the 
staff of the University of Chicago, ef- 
fective with the opening of the sum- 
mer quarter courses in nursing educa- 
tion. Miss Rogers is now director of 
the John Sealy College of Nursing at 
the University of Texas and Miss Mer- 
nin has been instructor and supervisor 
of supplementary and graduate 
courses at the Stanford School of 
Nursing in San Francisco. 





Denver Hospitals Adopt Rules Regulating 


Information on Discharged Patients 


The Denver Council of Hospitals 
has adopted a series of rules for rec- 
ord rooms, formulated to cope with 
situations arising from the demands 
for information made by insurance 
companies, physicians representing in- 
surance companies and other individu- 
als, regarding hospital cases. The 
rules, which went into effect in Janu- 
ary, do not affect information given to 
friends, relatives or the press regard- 
ing the condition of the patient. 


Assembled to protect the hospital 
from requests for information to be 
used for legal or other purposes after 
the patient has been discharged, the 
rules provide that no chart be shown 
an insurance company, a corporation 
or any individual other than the doc- 
tor representing the patient. Informa- 
tion is given to these persons only 
when their requests are accompanied 
by the signed consent of the patient, 


or, in case of death, the patient’s near- 
est relative, and the attending doctor. 

Information, when given out, in- 
cludes the name, age, and address of 
the patient, date of admission, diag- 
nosis, report of x-ray and laboratory 
examinations, date and name of opera- 
tion, doctor operating, date of dis- 
charge and condition on discharge. 
Any of this may be omitted at the dis- 
cretion of the hospital. 


A charge of not less than two dol- 
lars is made for each report. Any 
doctor, hospital or other agency want- 
ing information from the chart of a 
patient entered in the hospital under 
another doctor is referred to the origi- 
nal attending doctor. No information 
is given over the telephone to any com- 
pany or individual regarding a dis- 
charged private patient except the 
dates of admission and discharge and 
the address of the patient. 
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Knives, spatula, cupping 
cups. About 4,000 B.C. 













Specula unearthed from ruins 
Ol Pompeii and Herculaneum, 

























Thousands of years ago, far back in 
the Neolithic Stone Age, laboring 
with crude instruments of flint, unskill- 
ed witch doctors were already per- 
forming the operation of trephining. 
By 2250 B.C. surgery had so far ad- 
vanced that Hammurabi's Code con- 
tained specific rewards and penalties 
for success or failure in delicate op- 
erations on the eye. And yet, until 
the beginning of the 18th century the 
surgeon had to depend on the cop- 
persmith, the armourer and the maker 
of weapons for his instruments, many 
of which of necessity were of his own 
design. . . . Today the making of 
surgical instruments has become a 
fine art, a profession in itself; and 

the maker of instruments has be- Collect 
come chief marshal of the surgeon 
in the long fight against disease. 


La . 
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Auto Accident Cases 


Cause $135,000 Loss 


Approximately 5,200 automobile ac- 
cident patients were treated by hospi- 
tals in North Carolina at a loss of 
$135,000 during the year 1934, accord- 
ing to a report made by Newton Fisher, 
superintendent, James Walker Memo- 
rial Hospital, Wilmington, N. C., at a 
recent meeting of most of the hospitals 
in the eastern part of the state. 

The report, based upon question- 
naires sent by Mr. Fisher to hospitals 
in the state, brought forth that an 
average of 150 such patients are cared 
for daily by the hospitals at a partial 
or complete loss. These returns do not 
include the work done entirely without 
charge in emergency rooms on those 
patients not seriously enough injured 
to require hospitalization. 

The suggestion was made that the 


state highway commission be asked to 
absorb the loss as it does in Ohio, but 
the consensus of opinion at the meeting 
was that a request to the General As- 
sembly of North Carolina for the pro- 
vision of some agency other than the 
hospitals to carry this expense would 
not meet with success at present. 





Installs Reference Bureau 


A reference bureau in which gen- 
eral practitioners and specialists are 
classified and indexed has been placed 
in operation by the Chicago Medical 
Society for the benefit of the public. 
Formerly, when calls for a physician 
came to the society they were denied, 
but now an inquirer will be referred 
to a physician in his own neighbor- 
hood. No charge is made for this 
service and physicians who belong to 
the bureau are called in rotation. 





Bureau Centralizes Admissions 


A bureau that will center and co 
ordinate free and part-pay admission; 
to hospitals and clinics has been se‘ 
up in Washington, D. C., with th 
cooperation of the community chest 
the local medical and dental associa 
tions, the District of Columbia Hos 
pital Superintendents’ Association 
the council of social agencies and the 
board of public welfare. Named the 
Medical Admitting Bureau, it has a 
first-year budget of approximately 
$20,000 that will be met by the com- 
munity chest from appropriations to 
hospitals. Ross Garrett, health secre- 
tary of the council of social agencies, 
is the director of the bureau. It has 
been estimated that a saving of $60,- 
000 will be made through the elimina- 
tion of unnecessary demands made 
by patients for free and part-pay care. 





consin Hospital Associations. 
Chicago, May 1-3. 


Hospital Association of Methodist Episcopal 
Church, South. 
President, R. S. Hudgens, Emory Univer- 
sity, Ga. 
Secretary, Sadie Morrison, Wesley Me- 
morial Building, Atlanta, Ga. 
Next meeting, Nashville, Tenn., May 6-7. 


| 
| Joint Meeting Illinois, Indiana and Wis- 
| 
| 


Arkansas Hospital Association. 
President, Msgr. J. P. Fisher, Little Rock. 
Secretary, Regina H. Kaplan, Leo N. 


National Park. 
Next meeting, Little Rock, May 7. 


Hospital Association of Pennsylvania. 
President, Charles A. Gill, Episcopal Hos- 
pital, Philadelphia. 
Executive secretary, John N. Hatfield, 
Pennsylvania Hospital, Philadelphia. 
Next meeting, Philadelphia, May 8-10. 


Michigan Hospital Association. 
President, Dr. Warren L. Babcock, Grace 
Hospital, Detroit. 
Secretary, Robert G. Greve, University 
Hospital, Ann Arbor. 
Next meeting, Jackson, May 9-10. 


Mississippi Hospital Association. 
President, Dr. R. J. Field, Field Memo- 
rial Hospital, Centreville. 
Secretary, Dr. Leon S. Lippincott, Vicks- 
burg Sanitarium, Vicksburg. 
Next meeting, Biloxi, May 13. 


International Hospital Association. 
Next meeting, Rome, Italy, May 19-25. 
Hospital Association of New York State. 
President, P. Godfrey Savage, Niagara 
Falls Memorial Hospital, Niagara Falls. 
Executive secretary, Carl P. Wright, Gen- 
eral Hospital of Syracuse, Syracuse. 
Next meeting, New York City, May 23-24. 


National League of Nursing Education. 
President, Effie J. Taylor, New Haven, 
Conn. 
Executive secretary, Claribel A. Wheeler. 
50 West Fiftieth Street, New York City. 
Next meeting, New York City, June 3-8. 


Mid-West Hospital Association. 
President, Frank J. Walter, St. Luke’s 
Hospital, Denver. 
Executive secretary, Walter J. Grolton, 
City Hospital No. 1, St. Louis. 
Next meéting, Colorado Springs, Colo., 
June 6-7. 


Missouri State Hospital Association. 
President, Walter J. Grolton, 





Levi Memorial Hospital, Hot Springs 


Coming Meetings 


City Hospital No. 1, St. Louis. 
Next meeting, Colorado Springs, 
June 6-7. 


American Medical Association. 
President, Dr. Walter L. Bierring, Des 
Moines, Iowa. 
Secretary, Dr. Olin West, 535 North 
Dearborn Street, Chicago. 
Next session, Atlantic City, N. J., June 
10-14, 


Canadian Medical Association. 
— Dr. J. S. McEachern, Calgary, 
Alta. 
General secretary, Dr. T. C. Routley, 184 
College Street, Toronto, Ont. 
i oe Atlantie City, N. J., June 
10-14, 


New Jersey Hospital Association. 
President, William J. Ellis, Trenton. 
Executive secretary, Rev. John G. Martin, 
Hospital of St. Barnabas and for 
Women and Children, Newark. 
Next meeting, Atlantic City, June 14-15. 


Catholic Hospital Association of the U S. 
‘ and Canada. 
President, Rev. Alphonse M. Schwitalla, 
S.J., St. Louis. 
Executive secretary, M. R. Kneifl, 1402 
South Grand Boulevard, St. Louis. 
Next meeting, Omaha, Neb., June 17-21. 


Hospital Association of Nova Scotia and 

Prince Edward Island. 

President, Rev. H. G. Wright, Inverness, 
Nova Scotia. 

Secretary, Anne Slattery, Dalhousie Uni- 
versity, Halifax, Nova Scotia. 

Next meeting, Wolfville, Nova Scotia, 
June 18-20. 


Minnesota Hospital Association. 

President, J. H. Mitchell, Colonial Hospi- 
tal, Rochester. 

Executive secretary, A. M. Calvin, Mid- 
way and Mounds Park Hospitals, St. 
Paul. 

Next meeting, Duluth, June 20-21. 


National Tuberculosis Association. 
President, Kennon Dunham, Cincinnati. 
Managing director, Dr. Kendall Emerson, 

50 West Fiftieth Street, New York City. 

Next a Saranac Lake, N. Y., June 


Colo., 


Manitoba Hospital Association. 
President, J. H. Metcalfe, 
Prairie. 
Secretary, Dr. Gerald S. Williams, Chil- 
dren’s Hospital, Winnipeg. 
Next meeting, Dauphin, June 27-28. 


Portage La 


American Protestant Hospital Association. 


American College of Hospital] Administra- 


American Hospital Association. 


National Association of Nurse Anesthetists. 


American Public Health Association. 


President, Dr. Charles C. Jarrell, 405 
Wesley Memorial Building, Atlanta, Ga. 

Executive secretary, E. E. Hanson, Luth- 
eran Deaconess Home and Hospital, 
Chicago. 

Next meeting, St. Louis, Sept. 27-30. 


tors. 

President, Robert E. Neff, University of 
Iowa Hospitals, Iowa City, Iowa. 

Director-general, J. Dewey Lutes, Ravens- 
wood Hospital, Chicago. 

Next meeting, St. Louis, Sept. 29-30. 


President, Robert Jolly, Memorial Hospi- 
tal, Houston, Tex. 

Executive secretary, Dr. Bert W. Cald- 
well, 18 East Division Street, Chicago. 

Next meeting, St. Louis, Sept. 30-Oct. 4. 


President, Gertrude L. Fife, 2065 Adeibert 
Road, Cleveland. 
Next meeting, St. Louis, Oct. 1-3. 


President, Dr. Eugene L. Bishop, Nash- 
ville, Tenn. 

Executive secretary, Dr. Reginald M. 
Atwater, 50 West Fiftieth Street, New 
York City. 

Next meeting, Milwaukee, Oct. 7-10. 


Ontario Hospital Association. 
Pres. Brig. Gen. C. M. Nelles, C. M. G., 
Niagara-on-the-Lake. 
Secretary-treasurer, Dr. Fred W. Routley, 
Maple. 
Next meeting, Toronto, Oct. 15-17. 


American Dietetic Association. 
President, Laura Comstock, Rochester, 
Bm. F. 
Business manager, Dorothy I. Lenfest, 185 
North Wabash Avenue, Chicago. 
Next meeting, Cleveland, Oct. 28-31. 


American College of Surgeons. 
President, Dr. Robert B. Greenough, 
Boston. 
Director-general, Dr. Franklin H. Martin, 
40 East Erie Street, Chicago. 
~~ < ee San Francisco, Oct. 28- 
ov. 1. 


Association of Record Librarians of North 
America. 
President, Edna K. Huffman, St. Luke’s 
Hospital, Davenport, Iowa. 
Corresponding secretary, Helen Hays, St. 
Alexis Hospital, Cleveland. 
= —— San Francisco, Oct. 28- 
ov. 1. 
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wee’ WALLS, mellowed by time, 


no longer indicate antiquity in a- 


hospital. Inside, there is just as much 
opportunity for modernization as there 
is in the stately brownstone mansion 
of the go’s. 

Crane Co. makes available for modern- 


izing purposes a scientifically designed 


¥ b~ A N\ e 


and painstakingly manufactured line of 
hospital fixtures—the result of close 
contact with the hospital field. In addi- 
tion, through the Crane Finance Plan, 
it makes hospital modernization a 
financially feasible undertaking. Write 
for full particulars and your 


copy of Crane Hospital Service. 





CRANE CO., GENERAL OFFICES: 836 S. MICHIGAN AVE., CHICAGO, ILL. © NEW YORK: 23 W. 44TH ST. 
Branches and Sales Offices in One Hundred and Sixty Cities 
VALVES, FITTINGS, FABRICATED PIPE, PUMPS, HEATING AND PLUMBING MATERIAL 


Vol. 44, No. 5, May, 1935 





One-Twelfth of Chicago's Population 
Visited Hospitals in 1933, Survey Shows 


Nearly $17,000,000 was spent in 
1933 for hospital and clinic care in 
Chicago, according to a survey recently 
released by Samuel A. Goldsmith, 
chairman of the health division of the 
Chicago Council of Social Agencies. 
The survey was made under the direc- 
tion of Mr. Goldsmith and Alexander 
Ropchan, of the health division. 

The income of hospitals in 1933 (ex- 
cluding the unattached clinics) was 
$15,215,000. Patients paid 61 per cent 
of this, investments yielded 6 per cent, 
contributions, 3 per cent, public and 
semipublic relief funds, 3 per cent and 
tax support for government hospitals 
accounted for 26 per cent. Excluding 
the tax supported hospitals the per- 
centages are changed as follows: pa- 
tients’ fees, 83 per cent, investment 
income, 8 per cent, contributions, 4 
per cent, public and semipublic relief 
funds, 4 per cent and about 1 per cent 
from miscellaneous sources. 

The average cost of hospital care for 
each patient is reported as $55 and the 
total cost of hospital and clinic care 
averaged almost $5 per capita of Chi- 
cago’s population. 

Chicago hospitals reduced per capita 
costs in spite of their reduced occu- 
pancy but they were not able to avoid 
deficits or to provide for regular re- 
placements and maintenance, accord- 
ing to the survey. In 1933 there was 
an average of 6,000 empty beds in non- 
government hospitals in Chicago. 


Small hospitals and hospitals organ- 
ized for profit were least successful in 
keeping their beds occupied. 

Of 53 hospitals reporting on the 
item, 19 had no capital debts. The 
other 34 had loans and mortgages of 
$11,000,000 giving an average for the 
53 hospitals of about $1,260 per bed. 
The interest alone on this debt repre- 
sents a fixed cost of 42 cents per pa- 
tient day. 

Occupancy in the nongovernment 
hospitals in 1933 averaged 49 per cent 
and in the government hospitals, 88 
per cent. Most of the beds in the non- 
government hospitals are in the higher 
price levels—56 per cent in rooms with 
one or two beds and only 25 per cent in 
wards with five or more beds. While 
most of the beds are for paying pa- 
tients most of the patients cannot pay 
—of 9,672 patients in hospitals on Feb- 
ruary 7, 1934, 5,100 made no payment 
and between 600 and 700 paid only 
part of the cost. 

More than one-twelfth of the popu- 
lation of Chicago received care in hos- 
pitals during 1933. Eighty-six per cent 
of the patients were residents of Chi- 
cago, 7 per cent of Chicago suburbs 
and only 7 per cent came from outside 
the metropolitan area. 

Facilities for the care of convales- 
cent and chronic patients are notably 
lacking, the report declared. Many of 
the patients in government hospitals 
fall into these classes. 





New York State Hospital 


Group to Meet May 23-24 


The Hospital Association of New 
York State will meet in New York City, 
May 23 and 24, under the leadership 
of P. Godfrey Savage, Niagara Falls 
Memorial Hospital, Niagara Falls, 
N. Y., president of the organization. 

The business meeting of the asso- 
ciation will be held Thursday morning, 
and on Thursday afternoon the papers 
will begin when Dr. Frederic E. Sond- 
ern, president, Medical Society of the 
State of New York, opens the meeting 


with a discussion on the relation of 
the hospital to the medical profession. 

“The Hospital and the Practitioner,” 
is the subject of the talk scheduled to 
be given by Dr. E. M. Bluestone, Mon- 
tefiore Hospital for Chronic Diseases, 
New York City. Mary K. Taylor, so- 
cial service department, Presbyterian 
Hospital, New York City, will speak 
on social service as it is needed in 
medical institutions. Dr. Frederick 
McCurdy, Vanderbilt Clinic, Columbia- 
Presbyterian Medical Center, New 
York City, will give a paper on the 
out-patient department. 


Homer Wickenden, general director, 
United Hospital Fund of New York, 
will open the Friday morning sessions 
with a talk on group hospitalization, 
to be followed by Dr. C. W. Munger, 
Grasslands Hospital, Valhalla, whose 
subject is “Public Patients in Volun- 
tary Hospitals.” 

Better standards for hospital admin- 
istrators will be discussed by Robert 
E. Neff, president, American College 
of Hospital Administrators. “The Rec- 
ord Librarian,” is the title of a paper 
being given by Huldah H. Ainsworth, 
president, New York State Association 
of Medical Record Librarians. 

Rufus Rorem will give the report of 
the council on community relations and 
administrative practice of the Amer- 
ican Hospital Association on Friday 
afternoon. Blanche Pfefferkorn, Na- 
tional League of Nursing Education, 
will give a paper on nursing. A round 
table discussion of administrative 
problems, conducted by Robert Jolly, 
president, American Hospital Associa- 
tion, will close the meeting. 





General Hospital Builds 
Unit for Child Patients 


A new unit has just been opened at 
the Protestant Deaconess Hospital, 
Evansville, Ind., as the result of a gift 
from Mr. and Mrs. John Giltner Igle- 
heart, which was to be used to provide 
equipment sized to answer the require- 
ments of children. 

Situated on the floor above the so- 
larium are the group of five rooms, and 
a surgery, treatment room and diet 
kitchen, which together compose the 
children’s unit. Each room has at least 
two beds, so that none of the small 
patients may be lonely. 

The two rooms for the larger chil- 
dren are done in a soft shade of green 
with beds, reading racks, adjustable 
tables and cabinets in corresponding 
shades. Contrast is achieved through 
colored bedspreads. Rooms for younger 
children are done in a creamy tan and 
their high sided beds are decorated 
with juvenile pictures and have rust 
colored spreads. One room also con- 
tains a bassinet in case a baby may 
need hospitalization. 

A. G. Hahn is the business manager. 





Mackenzie ; Saskatchewan, Leonard Shaw. 





Graham Davis; Ohio, A. E. Hardgrove; Oklahoma, R. L. Loy, 
Helen M. Blaisdell; South Carolina, Graham Davis; South Dakota, Mabel O. Woods; 
Kelly ; Utah, H. S. Barnes; Virginia, Dr, Lewis E. Jarrett; Washington, Dr. A. C. Jordan; Wisconsin, Rev. Herman L. Fritschel; Wyo- 
ming, Anna G. Williams. Canadian correspondents: Alberta, Dr. E. A. Braithwaite; British Columbia, J. V. McVety ; Manitoba, Dr. Gerald 
S. Williams ; New Brunswick, Dr. S. R. D. Hewitt; Newfoundiand, Dr. John M. Olds; Ontario, Dr. Fred W. Routley; Quebec, Dr. John C. 


The MopeRN HospItAu state correspondents: Alabama, Dr. Neal N. Wood; Arizona, J. O. Sexson; Arkansas, Lee C. Gammill; Northern 
California, E. L. Slack ; Colorado, William S. McNary ; Connecticut, Maud E. Traver; Delaware, C. A. Hume; District of Columbia, Dr. Edgar 
A. Babcock ; Georgia, J. B. Franklin; Illinois, Maurice Dubin; Indiana, Albert G. Hahn; Iowa, E. C. Pohlman; Kentucky, Lake Johnson; 
Louisiana, Mrs. Janet Korngold; Maine, Dr. Joelle C. Hiebert; Maryland, John E. Ransom; Massachusetts, Dr. Charles F. Willinsky ; Michi- 
gan, Robert G. Greve; Minnesota, A. M. Calvin; New Jersey, Dr. George O’Hanlon; New York State, Ernest G. McKay; North Carolina, 
Jr.; Oregon, Carolyn E. Davis ; Pennsylvania, John N. Hatfield ; Rhode Island, 
Tennessee, Dr. Eugene B. Elder; Texas, Elizabeth 
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SIMMONS 
EQUIPMENT 


». gives you the 
advantage of: 


longer life 
sim-fast finish 
beauty of design 
nal-ine| Rael aladatlandielal 


No. 160 Dresser with No. 23176 Mirror—A beautiful modern style, made in severa! handsome finishes. 
No. 160 Desk—Modern design with white metal back rail. No. 23172 Chair—Modern design in 
choice of finishes and upholstery. 


t 


Simmons equipment, being made of metal, is the most sanitary obtainable. It is not 
harmed by changes in temperature and atmospheric conditions. Simfast is an exclusive 
Simmons finish, easy to clean and it does not chip or crack. The appearance of Simmons 
furniture is as attractive as that which we use in our own homes. Even with these 
advantages, Simmons equipment is more economical when due consideration is given 
to its long life and low cost of maintenance. « « « Additional 
information and costs will be gladly furnished on any equipment you may require. 


ADDRESS CONTRACT DIVISION, 222 N. BANK DRIVE, CHICAGO 


x*SIMMONS COM 
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No. 16550 Bed—The spring bottom is mechani- 
cally operated for various positions, and is also 
mechanically operated for tilting, Trendelenberg 
and other positions. 
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No. 23034 Somnoe—Laminated Phenol plastic 
top (Zalmite). White metal trim. Drawer and cab- 
inet space. 

No, 22883 Overbed Table—Three piece Zalmite 
top—center tilting. Mechanically operated from 
either side. Height adjustable from 31 in. to 48 in. 
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Lucy MINNIGERODE, superintendent 
of nurses of the United States Public 
Health Service, died on March 24 at 
the age of sixty-four. Miss Minnige- 
rode was decorated with the Cross of 
St. Anne by the Czar of Russia for 
her services as a Red Cross Nurse at 
Kiev during 1914-15, and was awarded 
the Florence Nightingale Medal by the 
Red Cross in 1925. One of her books, 
“Instructions on Hygienic Methods,” 
was translated into seven languages. 


MADGE GRACE COOK, assistant prac- 
tical instructress at Jersey City Medi- 
cal Center, Jersey City, N. J., became 
superintendent of Tarrytown Hospital, 
Tarrytown, N. Y., on May 1. She suc- 
ceeds AMELIA C. BALINSKI who re- 
signed to become the wife of DR. PAUL 
RICHARDS. 


Mrs. DALE ROLL is the new super- 
intendent of Davier Memorial Hospi- 
tal, La Harpe, Ill. 


LOUISE HIATT, who was made super- 
intendent of Clinton County Hospital, 
Frankfort, Ind., when it opened in 
1923, recently retired from the posi- 
tion because of ill health. RUTH 
HODGEN, assistant superintendent, is 
taking her place. 


Dr. DUDLEY T. DAWSON, superin- 
tendent of Alton State Hospital, Alton, 
Ill., has been appointed superintendent 
of Peoria State Hospital where he will 
succeed Dr. GEORGE A. ZELLER. 


JEANETTE M. DURANT, superintend- 
ent of Bristol Hospital, Bristol, Conn., 
died on Mar. 21, after an illness of two 
months. 


Mrs. CLARA E. BROWITT, superin- 
tendent of Greeley Hospital, Greeley, 
Colo., will resign on June 1. 


RUTH BEAN has been appointed su- 
perintendent of Berkeley County Hos- 
pital, Moncks Corner, S. C. She suc- 
ceeds Mrs. ELMA Z. LORING. 


Dr. L. F. KNOEPP has been appointed 
medical director of Jefferson County 
Tuberculosis Hospital, Beaumont, Tex. 


OTTO GREVE has been appointed su- 
perintendent of Sarah A. Jarman Hos- 
pital, Tuscola, Ill., which, closed in 
April, 1933, was recently reopened un- 
der county management. 


V. MILDRED MILLER has joined the 
staff of Aultman Hospital, Canton, 
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Ohio, as director of nursing. She fills 
the vacancy left by the death of MAUDE 
A. Woop who was killed in an automo- 
bile accident several months ago. 


Dr. D. D. MONROE, superintendent of 
Madison County Sanitarium, Edwards- 
ville, Ill., since its opening in 1926, 
has announced his resignation. 


Mrs. IAN BELL has been named su- 
perintendent of the new Garfield 
County Hospital, Glenwood Springs, 
Colo. 


SISTER M. ANNA, superior of St. 
Elizabeth Hospital, Danville, IIll., for 
the past five years, died recently. 


FLOURNOY HILL has been appointed 
superintendent of the newly opened 
Lister Hospital, New York City. Miss 
Hill was at one time assistant to LUCY 
M. Moore, former superintendent of 
Knickerbocker Hospital, New York. 


AUGUSTA ANN SMITH, superintend- 
ent of the South Highlands Infirmary, 
Birmingham, Ala., for seven years re- 
signed recently. RHODA CARROLL, su- 
perintendent of nurses at the Good 
Samaritan Hospital, Lexington, Ky., 
has been appointed to take her place. 


Dr. ARTHUR N. BALL will succeed 
the late DR. EDWARD W. WHITNEY as 
superintendent of the Northampton 
State Hospital, Northampton, Mass. 
Doctor Ball has been a member of the 
state department of mental diseases 
for many years. 


Dr. WILLIAM WAIT has been ap- 
pointed superintendent of the Western 
Oklahoma Tuberculosis Sanitarium, 
Clinton, Okla. 


ELIZABETH C. BURGESS and LILLIAN 
A. HuDSON have been appointed pro- 
fessors of nursing education at Teach- 
ers College, Columbia University. 


GERTRUDE GATES has been appointed 
superintendent of nurses at Prospect 
Heights Hospital, Brooklyn, N. Y. Miss 
Gates was formerly instructress at the 
United Hospital, Port Chester, N. Y. 


Dr. R. DEL. JOHNSON, for the last 
two years a member of the radiologic 
staff of Vancouver General Hospital, 
Vancouver, B. C., has joined the staff 
of St. Paul’s Hospital, Saskatoon, 
Sask., as radiologist. 


RoBert T. JOHNSON, Binghamton, 
N. Y., has been appointed superintend- 


ent of Ideal Hospital, Endicott, N. Y., 
to fill the post left vacant by the 
resignation of MANDEL R. ABRAHAMS. 


Dr. KNOWLTON T. REDFIELD has re- 
signed as superintendent of the Nor- 
folk Protestant Hospital, Norfolk, Va. 


Dr. EUGENE B. ELDER, superintend- 
ent of the Knoxville General Hospital, 
Knoxville, Tenn., has been appointed 
superintendent and general manager 
of the Baroness Erlanger Hospital, 
Chattanooga, Tenn. HARRIET PEARSON, 
who has been superintendent of the 
Erlanger Hospital since 1905, has been 
appointed superintendent and director 
of nurses. The change becomes effec- 
tive June 1. 


F. J. MCCARTHY, business manager, 
Berwyn Hospital, Berwyn, IIl., should 
be credited with the carrying out of the 
many improvements at the hospital, 
reported in the April issue. OMA M. 
KULL, formerly superintendent, is no 
longer connected with the institution. 


Mrs. JANET FENIMORE KORNGOLD, 
superintendent of nurses, Touro In- 
firmary, New Orleans, for the last six 
years, has been appointed to fill a simi- 
lar position at St. Luke’s Hospital, 
Chicago. 





Dr. MacLean to Succeed Dr. Faxon 

Announcement has been made by the 
president of the University of Roches- 
ter of the appointment of Dr. Basil C. 
MacLean, superintendent of Touro In- 
firmary, New Orleans, as director of 
Strong Memorial Hospital, Rochester, 





N. Y. He will succeed Dr. Nathaniel 
W. Faxon, who resigned in February 
to accept the post of director of Massa- 
chusetts General Hospital, Boston. 
Doctor MacLean graduated from Mc- 
Gill University, Montreal, in 1927. 
After three years’ administrative 
work in Montreal General Hospital, 
under Dr. A. K. Haywood, he became, 
in 1930, superintendent of Touro In- 
firmary. He is chairman of the com- 
mittee on accounting of the American 
Hospital Association and a member of 
the association’s council on community 
relations and administrative practice. 
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AIR CONDITIONING EQUIPMENT 
Must be SELECTED THE SAME WAY 


When the surgeon’s hand reaches for an instru- 
ment it is for one specifically designed to 
serve its purpose. Too much is at stake for 
any makeshift to be employed. In air con- 
ditioning, it is part of Kelvinator’s practice to 
select equipment for each specific job on that 
same principle. Carefully trained engineers, 
skilled in analyzing needs, prepare a survey 
and recommend from Kelvinator’s extensive 
line of equipment precisely those units which 
will best and most economically serve the 
purpose. If you have an air 
conditioning problem, Kel- 
vinator engineers will gladly 
assist you. There is no obli- 
gation.... KELVINATOR 
CORPORATION, 14250 
Plymouth Road, Detroit, Mich. 
Factories also in London, Ont., 
and London, England. 


Specialists i in 
Controlled — 
Since 1914 
= Air Conditioning al 
Household Refrigeration 

Automatic Heating 
Water Cooling 
Truck Refrigeration 
Beverage Cooling 
Ice Cream Cabinets 
Milk Cooling 
Commercial Refrigeration 
for every need of 
merchants,manufacturers 
and institutions 
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a soothing soap 
a simple technique 
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Nurses, superintendents, and pediatricians, in 
more than 2000 hospitals, know that Baby-San, 
mild and bland, cannot possibly irritate the 
baby’s skin. They know that as it cleanses, it 
also lubricates, leaving a fine film of olive- 
oil to guard against dryness or parching. 


For Baby-San is made only with first-press 
olive oil. Unlike other soaps, no inert sub- 
stances are ever added. Never is there any 
excess alkali to make the baby uncomfortable. 


And bathing requires a minimum of time when 
you use Baby-San, for it provides a complete 
bath without the use of oils. When dispensed 
from the Baby-San Portable Dispenser,* it as- 
sures an economical, sanitary and convenient 
technique—unequalled by any other baby soap. 


*Furnished without charge to users of Baby-San 
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A Complete Failure 


Sirs: 

After carefully studying your architectural 
adviser’s comment on the ‘Small Hospital’’ 
plans appearing in the March issue, I am left 
wondering just why you published the draw- 
ings at all, if they were so bad. 

As a cover to cover reader of The MODERN 
HosPITAL since 1913, I must confess that the 
March issue from an architectural standpoint 
was a complete failure. Not one of the pub- 
lished drawings received a 100 per cent favor- 
able comment. ; 

There have been many splendidly planned 
small hospitals, constructed during the past 
few years, and I hope The MopERN HOSPITAL 
in the near future will attempt another “Small 
Hospital” issue containing some of these 
which will serve some good purpose. 

H. P. VAN ARSDALL. 

Samuel Hannaford & Sons, 

Cincinnati. 


Of Paramount Importance 


Sirs: 

I have just received the March copy of The 
MopeRN Hospirtat and have thoroughly absorbed 
your “Portfolio of Small Hospitals.” : 

Permit me to say that I regard this section 
as of paramount importance to all in the hos- 
pital field. Far too many mistakes are made 
in hospital planning, and I am of the firm 
opinion that your criticism is of such impor- 
tance that its value cannot be overestimated. 

ALBERT H. BOREN, 
Architect. 
Dallas, Tex. 


. w 
"Grousing About Board Members 
Sirs: 

I was interested in an article in your March 
number entitled “How to Recognize a Good 
Trustee.” The material is excellent, but the 
weakness of it is that it has to be said ap- 
parently by a hospital person and appears in 
a hospital magazine where it will not be read 
by the trustee group, for which it is really 
intended. 

Would it be possible for such an idea to be 
put in a new form and offered to some maga- 
zine like the Atlantic Monthly or one of the 
women’s magazines in which it might be re- 
viewed in the Reader’s Digest? 

So far as we superintendents go, the less 
time we spend grousing about board members 
the better, but if some hospital president ... 
or someone with a national reputation should 
say the same things, presumably at a public 
address, the effect might be very great. 

F. STANLEY HOwE, 
Director. 
Orange Memorial Hospital, 
Orange, N. J 


Grievous Errors Overlooked 
Sirs: 

I desire to offer some comment on the prac- 
tice recently inaugurated by The MopERN Hos- 
PITAL of publishing the plans of new or pro- 
posed hospitals, followed by their critical 
analysis. 

While this is a step in the right direction, 
the value of the exposition could be measur- 
ably enhanced if all such plans could be criti- 
cized exclusively by seasoned hospital admin- 
istrators vather than architects, since the 
hospital field is much less interested in archi- 
tecture and engineering details than it is in 
the functional features of the plans. 

I have studied all material presented since 
you have inaugurated this practice and note 
with regret that, as might be anticipated, the 
most grievous errors in functional planning 
have been entirely overlooked by your architect 
critics, thereby creating the impression that, 
with the exception of the architectural matters 
commented upon, the plans were functionally 
correct. 

In the case of the operating pavilion sub- 
mitted by an architect and a surgeon a few 
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CORRESPONDENCE 


months ago, it is a pity that those plans were 
not submitted to a qualified hospital admin- 
istrator before publication, in which case I am 
inclined to think the article would have never 
seen the light of day. 

The plans, as well as the criticism, of the 
Jewish Hospital of Montreal are of little value 
because the whole plan was neither submit- 
ted to the critic nor published. It is obvious 
that no intelligent criticism can be offered on 
the plans of a multistoried hospital when only 
the plans of two floors are scrutinized. 

The only criterion of the perfection of hos- 
pital plans is the efficiency and economy of 
operation of the institution, and it would seem 
to be the consensus of opinion of those who 
have had any experience in hospital work that 
the able hospital administrator, rather than 
the architect, is the one best qualified to pass 
upon those functional details which so vitally 
affect the final result. 


WILLIAM H. WALSH, M.D. 
Chicago. 


Doctor Walsh’s thesis that only hos- 
pital administrators are competent to 
criticize architectural plans merits 
further discussion. What say the ar- 
chitects? And the hospital administra- 
tors and consultants?—Ed. 


Occupancy Overplayed 
Sirs: 

I have just read Doctor Buerki’s article care- 
fully and with some of his positions I agree 
and with some I disagree. 

First, I think we shall see in the next ten, 
twenty or thirty years a tremendous expan- 
sion of the out-patient services of hospitals. 
In fact, it is possible that in time the out- 
patient service will be looked upon as more 
important than the in-patient service. That 
means, of course, that the hospital, which is 
essentially organized medicine, will absorb 
more and more of the work now done by gen- 
eral practitioners. As this development takes 
place, the hospitals should absorb a larger pro- 
portion of the medical profession, and the 
members of the profession rendering service 
in the out-patient department will probably be 
remunerated. Pe 

I am in complete accord with Doctor 
Buerki’s idea as to the mild diseases being 
more harmful as a whole to the human race 
than the more dangerous fatal diseases. .. . 

As to the duplication of equipment, I am not 
so sure that that is a matter of any major im- 
portance at present. It is true that doctors 
who have access to hospitals and an excellent 
radiologic service will purchase smal] units of 
such a service for their own private offices, 
but considering the convenience of readily ac- 
cessible equipment and the saving of the doc- 
tor’s time, on the one hand, and the larger 
investment and the use of pooled equipment 
on the other hand, I do not believe this to be 
a matter of major importance. . . . Moreover 
if it is important, it is restricted to the larger 
populations. ... 

As to hospital occupancy . . . I think this 
has been overplayed. In small general hospi- 
tals such as we have in the rural sections of 
the United States I regard an occupancy of 
60 per cent as normal. That means in a 
county of 35,000 people with a hospital of 40 
beds, that 24 beds are occupied at the average 
time and 16 are unoccupied. In short, for 
35,000 people there is a surplus of only 16 
beds. Moreover, a careful examination of the 
records of such an institution will show that 
on a number of occasions during the course 
of a year such a hospital carries from 40 to 45 
patients, some of them in solariums and halls. 
Of course, in a city of 1,000,000 people with 
5 beds per thousand population, or 5,000 beds, 
an occupancy of 75 per cent means that 3,750 
beds are occupied and the city has a surplus 
of 1,250 beds, and that’s very different. . .. 

W. S. RANKIN, M.D., 
Director. 

Hospital and Orphans Section, 

The Duke Endowment, 

Charlotte, N. C 


Integrate; Cooperate 
Sirs: 

I have read Doctor Buerki’s article. In gen- 
eral I am in accord with its contents but have 
certain comments to offer. 

That there is great waste of the large invest- 
ment in American hospitals at the present 
time is obvious. The low occupancy of our 
institutions attests to this fact. This capital 
is fixed, however, and cannot be utilized in 
other directions. The problem here is to in- 
crease its use by bringing more patients to 
the hospital. There is general agreement that 
many in need of hospitalization cannot now 
obtain this service because of its cost. 

I am in accord concerning the importance 
of providing competent and adequate care for 
the so-called minor and transitory illnesses 
which often undermine the individual’s health. 
This is largely a question of the quality of pro- 
fessional service and a matter which in large 
part rests with the medical profession. Doctor 
Buerki’s plea here would seem to be for exten- 
sion of and better organization of our out- 
patient departments. For the most part this 
would entail new capital rather than redistri- 
bution of present capital funds. ... 

There can be little doubt that there is con- 
siderable duplication of capital investment as 
illustrated in the instance of private x-ray and 
clinical laboratory installations. Here again, 
the investments have been made and the capital 
is fixed. The plea should be against further 
unnecessary extension of such facilities. . . . 

Hospitals can do no more than make avail- 
able the essential facilities for adequate and 
competent professional service. It remains for 
the medical profession to make use of such 
facilities. . .. 

It does appear to me that the questions raised 
by Doctor Buerki are important ones and that 
hospitals can approach their solution by: 

1. Promoting friendly relations with the 
medical profession in their immediate vicinity. 
It seems to me that in these days it is important 
that hospitals be reminded of the fact that they 
are dependent upon the support of the medical 
profession, It is the physician who advises the 
patient to enter a hospital and it is the phy- 
sician who is responsible for and who directs 
the professional service for the patient while 
in the hospital. There is no escape from this 
fact. 

2. Integrating their service programs with 
the other hospitals of their community so as 
to provide adequate hospital service for the 
community, thus avoiding duplication and over- 
investment of capital funds in fixed structures 
and equipment and consequently an excessive 
need of funds for operation. 

3. Integrating their programs with other 
health and social welfare agencies, so that a 
well balanced, comprehensive service can be 
developed for the entire community. 

4. Establishing a plan whereby the cost of 
hospital service can be brought within the 
means of the average citizen, either through 
group hospitalization or some similar insur- 
ance plan. 

5. Through cooperation with the medical 
profession extending the use of expensive diag- 
nostic and therapeutic equipment to them and 
to their ambulatory as well as their hospital- 
ized patients. 


ARTHUR C. BACHMEYER, M.D., 
Director. 
University of Chicago Clinics, 
Chicago. 


Common Sense Coordination 
Sirs: 

I read with interest the article which Doctor 
Buerki wrote entitled, ‘Do Your Capital Dol- 
lars Earn Full Service Dividends?” In this he 
has set forward in a slightly different manner 
the axiom that hospitals are, after all, commu- 
nity organizations and that the support of 
hospitals in one way or another ultimately 
becomes a charge on the community. Conse- 
quently in planning for existing hospitals or 
for future hospital expansion the matter should 
be considered not from the standpoint of ad- 
vantage to the individual institution, but from 
the standpoint of the welfare of the community 
as a whole. . 

Business has long ago recognized that a cer- 
tain volume of operation or production is nec- 
essary in order to ensure a proper return on 
investments. The same is true with hospitals 
and hospital administration and it is generally 
recognized that occupancy of 75 to 80 per cent 
of hospital beds is necessary in order that a 
plant should be used in the most efficient way. 

The present day problem of hospitals is two- 
fold. First, how to increase the amount of 
service which hospitals may render to their 
communities, second, how to receive payment 


The MODERN HOSPITAL 





ORR 


ARES 


TEINS 























Reinforeed where Stress is hardest 


OU’D never treat a glove like this. But 

even if you did—and if it were a Seam- 
less Standard Surgeons’ Glove—it would 
take it. Seamless Standard Surgeons’ 
Gloves are tough. They’re made from the 
heart of the purest, toughest rubber. 
They’re reinforced where wear is hardest. 


Because they are so strong, they give you 
many extra sterilizations. It’s why they 
stay live and elastic long after other gloves 
would have been passed down the line. It’s 
why one hospital wrote, **Your gloves have 
aided us in economy due to their quality.”” 


Vol. 44, No. 5, May, 1935 


But it’s not only the autoclave and 
the budget that approve Seamless 
Standard Surgeons’ Gloves. Once 
your staff uses them they will want 
nothing else. The unusual thinness 
and anatomical fit give surgeons a 


new conception of tactile touch and 
finger freedom. 

Try Seamless Standard Surgeons’ 
Gloves for six months. See how they 
win approval. See how they wear. See 
how they prove to be a real economy. 
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THE SEAMLESS RUBBER COMPANY, NEW HAVEN, CONN. 


Standard 
Surgeons Yloves. 














for such service when rendered. The first may 
be attained by a greater use of voluntary hos- 
pitals for the care of those sick persons for 
whose hospital care the community accepts 
responsibility. The second may likewise be 
attained through payment for care of sub- 
scribers of group hospital plans from the in- 
surance funds so collected, and by the payment 
from tax funds for service rendered to those 
sick for whom the community is responsible. 

The working out of the relationships of pri- 
vate philanthropy, or public charity, tax sup- 
ported responsibilities, voluntary hospitals, 
group hospitalization, the hospital care of the 
indigent and similar problems is really a mat- 
ter of common sense coordination and a willing- 
ness to see both sides of the question. 

N. W. FAXON, 
Director. 
Strong Memorial Hospital, 
Rochester, N. Y 


Idiotic Bills 


Sirs: 

The Arkansas legislature is in session and 
numerous bills have been introduced that would 
affect all hospitals disadvantageously. Amongst 
these bills have been several that could be 
classified as idiotic. We have just succeeded 
in killing a bill that would have required all 
corporations to file quarterly report of any 
fees, deductions or retentions collected or heid 
for the purpose of providing funds for insur- 
ance, medical service and attention, or sick 
benefits for employees, and to refund any money 
so collected to the employees from whom it was 
deducted. 

A bill was introduced that would have made 
it impossible for hospitals to secure . tax-free 
alcohol. Two bills have been introduced that 
would license certain laymen to practice medi- 
cine. We have been successful so far in block- 
ing them or referring them to committees from 
which we hope the bills will not be reported 
further. 

The hospital legislative committee combined 
with the medical, druggist and dental legisla- 
tive committees, and through this group we 
have secured cooperation with certain other rep- 
resentation to give us added strength... .. 

LEE C. GAMMILL, 
Superintendent. 
Baptist State Hospital, 
Little Rock, Ark. 


Consideration, Courtesy, Naturalness 
Sirs: 

Enclosed is a copy of letter of appreciation 
that has just come to my desk. This, in my 
opinion, is a gem. 

R. H. BisHop, Jr., M.D., 
Director. 


University Hospitals, 

Cleveland. 

The letter is as follows: “In behalf of my 
wife, Charlotte, and responsive also to a self- 
engendered urge consequent upon ten visits by 
me in six days, I write to express our satisfac- 
tion with your service. 

“Competency and efficiency are perhaps ex- 
pectable, but, besides the soothing freedom from 
many needless prohibitions, we experienced 
those prerequisites to be happily mollified by 
the unobtrusive consideration, by the much 
more than perfunctory courtesy and by the 
trained habit of ingratiating naturalness of 
your staff. 

*“‘We have persuaded ourselves that this ex- 
pression should not be unwelcome. 

oS. 5. a” 


Rare indeed is the hospital where 


such a letter would be unwelcome.— 
Ed. 


Abuses Widespread 
Sirs: 

The American Medical Association has made 
rather persistent effort to secure correction of 
the abuses referred to in the editorial (‘‘Counter 
Prescribing at Its Worst,’’ April issue——Ed.) 
and in the article by Rebekah F. Dunning, and 
this effort has n maintained for a long 
time. I sincerely hope that your added effort 
will help to hasten a full realization of the 


desired ends. . . 
OLIN WEsT, M.D., 
Secretary and General Manager. 
American Medical Association, 
Chicago. 
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Sirs: 

I have read with great interest the editorial 
and paper dealing with the uncontrolled sale 
and prescription of apparatus for the treat- 
ment of orthopedic and surgical conditions. I 
heartily endorse all of the opinions expressed 
in both articles and I wish that they could 
be made stronger. The abuses mentioned are 
so widespread and so prevalent that the solu- 
tion will be forthcoming only after many such 
attacks. The med *al profession, itself, is not 
above criticism aad responsibility in creating 
the present situation, for it is not uncommon 
to have physicians turn over the apparatus 
part of their work directly to the bracemakers 
for supervision without any instructions. 

Some of the hospitals have attempted to 
install brace shops but have fallen into the 
error of modeling their service and the manu- 
facture of apparatus along the lines now used 
by the commercial manufacturer. The fact 
that a piece of apparatus should be prescribed 
with the same degree of accuracy and intelli- 
gence that is necessary for a prescription of 
medicine seems to have fallen into complete 
oblivion. ... 


FREMONT A. CHANDLER, M.D., 
Secretary. 
Section on Orthopedic Surgery, 
American Medical Association, 
Chicago. 


Sirs: 

The (Dunning) article calls attention, of 
course, to the necessity . . . of having a relia- 
ble concern take care of the brace work that 
is used in the orthopedic service of the hospi- 
tal. As a matter of fact, most hospitals having 
a large orthopedic service have their own brace 
shop and are able to maintain it through its 
earnings. It pays a hospital of 200 or 300 
beds to have a shop of this sort and to secure 
a competent bracemaker to operrte it. 

A similar hospital having only occasional 
orthopedic cases would do well either to ar- 
range for its brace work with some shop con- 
nected with an orthopedic hospital, or to send 
all of its brace work to some of the more 
reputable manufacturers. 

In all probability the hospitals that would 
be affected through the system that Miss Dun- 
ning complains of—and in which she is un- 
doubtedly right—would be so few that it would 
not justify an editorial on the subject. 


Bert W. CALDWELL, M.D. 
American Hospital Association, 
Chicago. 


Sirs: 

I ventured to refer Miss Dunning’s article 
on commercial corrective appliances, and your 
editorial to Dr. Frank R. Ober, one of our 
well known orthopedic surgeons, for his con- 
sideration and I find him quite in accord with 
the necessity for action in this matter. I 
shall be glad to submit the idea to the Board 
of Regents of the American College of Sur- 
geons at their next meeting. ... 


RosertT B. GREENOUGH, M.D., 
President. 
American College of Surgeons, 
Boston. 


Sirs: 

. .. I think the statement of facts contained 
in the article by Miss Dunning is quite true. 
The editorial, of course, I agree with. 

The problem of concerting any control over 
these matters is one that is attended with a 
great deal of difficulty. However, I do feel 
that your efforts are worth while. 


R. K. GHORMLEY, M.D., 
Secretary. 
American Orthopaedic Assn., 
Rochester, Minn. 


Sirs: 

I have read with interest both your editorial 
comment and the article by Miss Dunning. I 
agree that the situation is largely as described. 
Whether, however, it is the most serious prob- 
lem still unsolved by the medical profession 
is questionable. This does not, however, in- 
validate the article as a whole. It is a timely 
discussion of one of the many hazards with 
which democratic America has been forced to 
contend. 

R. C. BueERkt, M.D., 
President-Elect. 
American Hospital Association, 
Madison, Wis. 


Sirs: 

The article of Rebekah F. Dunning and 
your editorial are certainly very pertinent and 
I sincerely trust that steps can be taken to 
correct an abuse which is far more widespread 
than most of us have any idea. 

RosBertT JOLLY, President. 

American Hospital Association, 

Dallas, Tex. 


Boston Council Elects 
Dr. Howland President 


The Hospital Council of Boston, 
formed to facilitate cooperation be- 
tween hospitals and other agencies con- 
nected with health and social problems, 
at its meeting on March 11 elected Dr. 
Joseph B. Howland, superintendent, 
Peter Bent Brigham Hospital, presi- 
dent of the organization, Ingersoll Bow- 
ditch, vice president, and Dr. Charles 
F. Wilinsky, superintendent, Beth Is- 
rael Hospital, secretary-treasurer. Dr. 
Nathaniel W. Faxon, superintendent, 
Massachusetts General Hospital, is 
chairman of the executive committee. 

Hospitals that have become members 
of the council are Beth Israel Hospital, 
Boston City Hospital, Boston Dispen- 
sary, Boston Floating Hospital, Carney 
Hospital, Channing Home, Children’s 
Hospital, Collis P. Huntington Me- 
morial Hospital, Faulkner Hospital, 
Florence Crittenton Home and Hospi- 
tal, House of the Good Samaritan, 
Infants’ Hospital, Long Island Hospi- 
tal, the Massachusetts Eye and Ear 
Infirmary, Massachusetts General Hos- 
pital, Massachusetts Memorial Hospi- 
tals, Massachusetts Women’s Hospital, 
New England Deaconess Hospital, 
New England Hospital for Women and 
Children, Peter Bent Brigham Hospi- 
tal, Robert Breck Brigham Hospital, 
St. Elizabeth’s Hospital, Evangeline 
Booth Home and Hospital and Rox- 
bury Hospital. 





Reorganize Courses in Nursing 

Courses leading to the bachelor of 
science degree in nursing are being 
reorganized at Duquesne University, 
Pittsburgh. Carolyn E. Gray, for- 
merly head of the Homeopathic Medi- 
cal and Surgical Hospital and Dispen- 
sary school of nursing, will direct the 
reorganization. 





Clinton Hospital Changes Hands 

Clinton Hospital, Clinton, Okla., has 
been purchased by the Baptists of 
Western Oklahoma. The hospital, 
owned and operated by Dr. McLain 
Rogers for more than twenty years, 
will be known as the West Oklahoma 
Baptist Hospital and Nurses’ Train- 
ing School. J. G. Price of Mangum 
has been appointed superintendent 
and business manager. Doctor Rogers 
will remain with the hospital as chief 
of staff, but will have no other con- 
nection with the institution. The in- 
stitution will be entirely nonsectarian. 
The corporation which will own the 
hospital will be nonprofit sharing and 
proceeds will revert to the hospital. 
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The obligation of hospitals and physicians 
to provide intravenous solutions of the 
highest purity and excellence is preémi- 
nently fulfilled with Sterisol Ampoules. 
For the first time, in a field where safety is of 
unconditional importance, there is avail- 
able the complete protection of alkali-free 
PYREX brand glass in which solutions are 
hermetically sealed. These ampoules make 


Che 







the adoption of ready-to-use solutions as 
logical as the switch, years ago, from 
hospital-made to sealed-in-glass cat-gut. 


Che STERISOL WAY means— 


(a). 


(b)... 





..perfect solutions, made with the most modern equipment 


under the rigid supervision of specialists. 


safety and convenience. Just remove the tips of these PYREX am- 
poules and they are ready for use. Only with a method as unfailing 
as this, both in storage and in use, can hospitals be relieved 
of the responsibility of furnishing the safest possible solutions. 
Quick aieny from nearest Ganetinnee. Sizes of 250, 500, and 1000 c.c. The following solutions are available:— 
24% 5% 10%» 20%, 25% dextrose in physiological saline or distilled water. Physiological sodium chloride 


and 2%, 5% sodium chloride. Ringer’s solution and 5% and 10% dextrose in Ringer’s solution. 


Have a supply of each size handy, ready for use at all times. Send for literature, price list, and name of nearest distributor. 


STERISOL AMPOULES 


The Latest Contribution to Intravenous Therapy 


STERISOL AMPOULE CORP., Long Island City, N.Y. 


Vol. 44, No. 5, May, 1935 
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Hospital Literature in Abstract 


Conducted by E. M. Bruesrone, M.D., Montefiore Hospital, New Yook City 


Making the Physical Therapy 
Department Successful 


It has been found that the successful 
operation of hospital physical therapy 
departments depends on proper direc- 
tion, personnel and equipment, easy 
accessibility for all patients in the hos- 
pital, and cooperation of the medical 
and nursing staffs.* They should be 
reference departments, with responsi- 
bility vested in a director, qualified in 
both physical therapy and general 
practice, to permit the admission of 
patients to the hospital, in exceptional 
cases, under his immediate care. The 
three obstacles in the path of success- 
ful operation are the director without 
comprehensive training in all phases 
of physical therapy, a lack of coopera- 
tion or interest on the part of the medi- 
cal staff and a tactless or careless per- 
sonnel. 





*Kovacs, Dr. Richard: Place of Physical 
Therapy in Organization of a General Hos- 
pital, Arch. Physical Therapy 15: 685, 1934. 
Abstracted by M. Hinenburg, M.D. 





Reducing the Maternal 
Mortality Rate 


Bradford* states that the small gen- 
eral hospital can reduce maternal mor- 
tality by establishing itself as a mater- 
nity center with a well supervised 
antenatal clinic and an efficient segre- 
gated obstetrical department. 

The need for prenatal care is empha- 
sized by the fact that about 33 per cent 
of the women delivered in North Caro- 
lina, South Carolina and Virginia are 
attended by midwives and receive little 
or no antenatal care. The mortality 
rate of the hospitals operating under 
the Duke Endowment in North and 
South Carolina is three times that of 
the state mortality of Virginia and 
North Carolina because of the admis- 
sion of neglected cases. In hospitals 
where Negro patients are treated the 
rate is even higher, because 70 per 
cent of the women delivered by mid- 
wives are of the colored race. 

According to the report of the Brit- 
ish Ministry of Health based on a 
study of 2,000 maternal deaths, lack of 
prenatal care was the cause of mater- 
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nal mortality in 35 per cent of the 
cases. Statistics reveal, in addition, 
that the maternal mortality rate in a 
well organized maternity center is half 
that in the general community. In 
North Carolina, 41.3 per cent of the 
deaths were due to toxemias of preg- 
nancy and 75 per cent of these were 
ill when first seen by a physician. It is 
therefore felt that the organization of 
prenatal clinics for indigent and mid- 
wife cases aided by civic or welfare 
funds and under the supervision of a 
hospital staff would result in early 
recognition of complicating pathologic 
conditions of pregnancy. 

The author points out that in the 
case of Mercy Hospital, Charlotte, 
N. C., the morbidity was diminished by 
40 per cent when a separate maternity 
pavilion was opened. It is therefore 
recommended that the hospital limit 
the possibilities for puerperal infec- 
tion within its own walls by obstetric 
segregation, isolation of infection, me- 
ticulous delivery room and postpartum 
technique and thorough asepsis. Fi- 
nally, conservative obstetrics must be 
encouraged, vaginal examiiz:ations lim- 
ited and blood transfusions made read- 
ily available. 





*Bradford, Dr. W. Z.: The Réle of the 
Small General Hospital in the Reduction of 
Maternal Mortality, South. M. J. 27: 1044- 
1047, 1934. Abstracted by Seymour Wimpf- 
heimer, M.D. 





Sterility of Surgical Catgut 
Sutures Questioned 


The author* cites the work of Mele- 
ney and Chatfield, who devised an ef- 
fective test for the sterility of catgut, 
and suggests that some controlling au- 
thority enforce adequate sterilization 
through an examination of specimens 
from every sterilized batch of material 
made by every manufacturer. 

The author tested sixty-five lots com- 
prising 6,184 sutures from twelve man- 
ufacturers over a period of five consec- 
utive years in order to determine the 
practical value of the Meleney test. 
He added three control methods and 
special neutralizing solutions to the 
test in order to make it more efficient, 
and his results show that out of twelve 


products only two were found to be 
consistently sterile over a period of 
five years. 

In Great Britain the Therapeutic 
Substances Regulations prescribe a 
test which must be undergone by speci- 
mens from each lot of catgut marketed. 
Although the test prescribed is not suf- 
ficiently accurate to reveal organisms 
in chemically treated catgut, Great 
Britain at least has recognized the 
need of control of sterility of catgut 
sutures. 

The author feels that American 
manufacturers are using inadequate 
tests for sterility; that nonsterile cat- 
gut is being marketed in large quanti- 
ties, and that adequate control of some 
recognized authority on the sterility of 
surgical catgut sutures is greatly 
needed in the United States. 





*Clock, Dr. Ralph Oakley: The Present 
Status of the Sterility of Surgical Catgut Su- 
tures with Particular Reference to American 
Made Catgut, Surg. Gynec. Obst. 60: 202, 
1935. Abstracted by Arthur H. Aufses, M.D. 





Health Insurance Criticized 


The author advocates hospital sick- 
ness insurance under proper safe- 
guards and strongly opposes voluntary 
or compulsory sickness insurance on a 
general scale, although conceding that 
in selected communities, under special 
conditions, it may be adapted to local 
needs.* 

Sickness insurance does not place the 
burden of responsibility where it be- 
longs, he says. It over-assesses the 
greater proportion of the population 
who can least afford it for the special 
benefit of the few. He points out an 
apparent fallacy in the conclusions of 
the Committee on the Costs of Medical 
Care which calculates the average cost 
of medical care in the United States 
at $30 per person. The author states 
that the more correct figure is about 
$11.50 per person. 

According to the findings of the com- 
mittee, 50 per cent of the estimated 
total cost of medical care is for hospi- 
tal care, which is for only 10 per cent 
of the population. Moreover, $485,- 
000,000 of the total $3,656,000,000 
spent for medical care goes for patent 
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Chere | ONo Nagic 
About Dishwashing 


OC); course dish- 


washing is vitally important, but 
there’s no magic about it. It's sim- 
ply a matter of washing your 
dishes in the best possible way at 
the lowest possible cost. Better re- 
sults and lower costs are guaran- 
teed to the user of Wyandotte 
Cherokee Cleaner. 


Cherokee Cleaner gives you— 
1. Dishes free from stains. 
2. Sparkling glasses and silver- 
ware. 
3. Aluminum free from discolora- 








tion. 
4. Freedom from scale in dish- 





washing machine. 
5. Lower dishwashing costs. 





Behind this guarantee of satisfaction or your money back stands the 
world’s largest manufacturer of specialized cleaning materials. With no 
obligation to you, one of the Wyandotte Service Men will be glad to 
demonstrate the remarkable efficiency and low cost of dishwashing with 
Wyandotte Cherokee Cleaner. 
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medicines or the services of cultists, 
and, he thinks, should not be included 
in the total. By eliminating these two 
items, a much smaller amount, $1,343,- 
000,000, remains chargeable to general 
medical care for 90 per cent of the 
people. Thus, the average cost for the 
90 per cent is reduced to almost a third 
of the average cost for everybody, 
while in the plans for general health 
insurance based on the committee’s 
estimate the assessment per person ex- 
ceeds $30. Furthermore, these plans 
cannot be carried out without govern- 
ment subsidy. 

The author contends that hospital 
sickness insurance under the safe- 
guards established by the American 
Hospital Association would place the 
greatest part of the burden where it 
rightfully belongs, on those who incur 
the greatest expense. 

The practice of medicine under a 
general insurance scheme, he says, will 
unfavorably affect the personal rela- 
tionship between physician and pa- 
tient. He advances the following argu- 
ments against health insurance. 

1. That group practice, which will 
be an inevitable result, cannot be satis- 
factory. It will be destructive of the 
quality of medical service and the eco- 
nomic status of the physician. 

2. Insurance systems have not been 
a success in European countries. 

3. Physicians besought on the one 
hand by the insurance authorities to 
reduce costs, and on the other hand by 
the demands of patients who appear to 
need attention or who are greedy about 
getting their money’s worth, will be 
placed in a dilemma which will react 
unfavorably upon the service. 

4, Individuals with minor or unim- 
portant diseases, malingerers and the 
like, may crowd out patients who really 
need attention. 

5. Provision of such benefits without 
adequate effort on the part of the bene- 
ficiary is detrimental to character. 

6. The method of distributing the 
cost under these plans is contrary to 
the time-honored custom of assessing 
the highest income groups for the care 
of the less fortunate. Since persons 
earning above $5,000 do not come 
within the scope of the measures at all, 
he argues that the burden of carrying 
the poor will be placed mainly on the 
middle class, who are least in a position 
to meet it, and the majority of the 
wealth of the country will escape re- 
sponsibility, except for the minimum to 
be contributed by the government from 
tax funds. 


*Martin, Dr. Walter B.: Insurance, Hospital 
and Sickness, Virginia Med. Monthly, Jan. 
1935. Abstracted by Alice E. Paulsen. 
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Physical Therapy in Disfavor 


in California 


Physical therapy in California is in 
disfavor with patients, physicians and 
insurance carriers because of its ex- 
ploitation by quacks, charlatans and 
other parasitic cults.* Gaining recog- 
nition as a specialty after long delay, 
it has failed of its purposes in many 
cases as a result of faulty diagnosis, 
improper administration of its thera- 
peutic measures and gross ignorance 
and negligence on the part of un- 
trained technicians. Other factors re- 
sponsible: for the debased status of 
physical therapy are listed by the au- 
thor as follows: 

(1) Many chronic patients are se- 
lected for physical therapy merely 
because all other medical measures 
have failed. (2) The error of consid- 
ering physical therapy a cure-all, when 
it is really only an adjunct to medicine 
and surgery is acommon one. (3) Too 
many physicians engage physical ther- 
apy technicians for commercial gain 
only. (4) Sales of worthless apparatus 
to gullible physicians by dishonest high 
pressure salesmen are numerous. (5) 
Ignorant laymen can secure, without 
difficulty, all kinds of physical therapy 
equipment. (6) There are no statutory 
restrictions in California prohibiting 
any nonmedical individual from prac- 
ticing as a physical therapist. (7) The 
medical profession is careless in select- 
ing physical therapists for their pa- 
tients. (8) Medical schools fail to 
include an adequate course in physical 
therapy in their curriculum. (9) Sci- 
entific contributions to the literature 
are limited. The blame may be placed 
almost entirely upon the medical pro- 
fession. 

Under the laws of California any- 
one may purchase physical therapy 
equipment or x-ray apparatus and can 
be prosecuted only if it can be proved 
that he treated a diseased condition. It 
has proved almost impossible, however, 
to secure convictions. A committee on 
physical therapy of the state society 
exists “to make a survey of institutions 
and equipment, to promote teaching, 
to investigate establishments, to en- 
courage presentation of papers and 
distribution of literature,” but the so- 
lution can come only through legal 
regulation under power to examine and 
to license. Other states, like New York 
State, Ohio and Minnesota, have medi- 
cal practice acts governing physical 
therapy in its different activities. 

Physical therapy is fundamentally 
sound as an integral part of medicine 
and should be subjected to legislative 
control. If the practice of physical 





therapy is permitted to remain in the 
hands of quacks instead of in those of 
honest, well trained physical therapists 
who might legalize it under their con- 
trol, the patients will be the victims. 
Medicine will be properly served by 
placing physical therapy technicians 
under the control of the state board 
of medical examiners. 


*Behneman, Dr. H. M. F.: Physical Ther- 
apy—Criticisms and Suggestions, California & 
West Med. 41: 393, 1934. Abstracted by M. 
Hinenburg, M.D. 








British Health Insurance and 
the Medical Profession 


McCleary* states that the British 
medical profession was not consulted 
about the National Insurance Act 
when it was originally introduced in 
Parliament. 

At the insistence of the profession, 
however, the act was radically altered 
to embody the following provisions 
considered essential by the profession: 
(1) the separation of medical services 
from the administration of cash bene- 
fits, although insurance physicians in 
England still have the responsibility 
of certifying disability to enable 
workmen to obtain their cash bene- 
fits; (2) the right of every legally 
qualified physician to undertake insur- 
ance practice if he wished; (3) free 
choice of physician by patient, subject 
to the physician’s consent; (4) effec- 
tive participation of insurance physi- 
cians in the administration of the 
system; (5) choice by the insurance 
physicians of any area of the method 
of medical remuneration in that area. 

The British Medical Association be- 
lieved that these objectives could best 
be obtained through use of the panel 
system. The panel system is not 
synonymous with insurance medical 
practice nor with any particular 
method of payment. Payment at so 
much per person is now universal in 
England although for twelve years 
panel physicians in two areas were 
paid at so much per call. Insurance 
physicians participate effectively in 
the administration of the system at 
every level and their influence is pro- 
found and far-reaching. The article 
states that “it is largely for this rea- 
son that the system is accepted by the 
general body of the profession as a 
satisfactory method of providing med- 
ical care for those who are unable, 
unaided, to pay for the medical serv- 
ices they need.” 





*McCleary, Dr. George F.: The Influence 
of the Medical Profession on the English 
Health Insurance System, Milbank Memorial 
Fund Quarterly, Jan., 1935. Abstracted by 
Alden B. Mills. 
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Do you use 
STEAM 


Sterilization? 






MODERN standards of sterilization demand 






that regular checks be made of the efficiency 









of the autoclave sterilization. In making these 






checks in your own institution, are you sure 






the indicator you use is designed specifically 






for steam sterilization? Are you sure that your 






indicator will not react in the presence of ordi- 






nary dry heat? 







In the autoclave chamber, there are always 


likely to be air-pockets, which may prevent safe 





sterilization of the materials therein. Some indi- 






cators react in dry air—and thus you have no 





assurance that your bundle has been adequately 






subjected to live steam. 











To be absolutely safe, use Aseptic-Thermo 
Indicators for autoclave testing. A.T.I. will not 


Here’s a simple yet effective indicator test. Hold an ordinary indicate sterilization unless subjected to live 
lighted match under the indicator you are now using. Some 
} indicators, though recommended for use in steam sterilizers, 
‘ will react to ordinary dry heat. Try the same test on an Aseptic- interval. A.T.I. will not react to ordinary dry 
Thermo Indicator. The A.T.I. dial indicating sterilization will heat. 

not react to this dry heat. A.T.I. is designed to test steam 






steam, at proper temperature and for a safe 











: sterilization. For testing steam sterilization, be sure that 


the indicator you use is designed for this type 





of sterilization. An indicator that reacts to the 


A. M. A. TESTS dry heat of an ordinary match may give the 


conducted in the Chemical Laboratories, prove that A. same reaction if lodged in the air-pocket of an 
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T. I. will not react to ordinary dry heat. We will gladly autoclave chamber. 


mail without cost to you, a copy of the A. M. A. report of 
November 1934 on tests of indicators. 

FREE SAMPLES of Aseptic-Thermo Indicators will 
be sent so that you may make the Match Test described 





ASEPTIC-THERMO INDICATOR COMPANY 
A. G. Bartlett Building 
Los Angeles, Calif. 







above. Simply send your name and address on a postcard. 
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Producing Artificial 
Hyperthermia 


The authors* assume, on the basis of 
their clinical experience and labora- 
tory experiments, that therapeutic 
fever is effective because of the ther- 
mal death time which is necessary to 
bring about the death of the infective 
agent, and that it makes little differ- 
ence which method is used, provided it 
can be controlled. The clinical control 
of the patient is similar for all methods 
of producing fever. 

The treatment room must be 
equipped to meet all requirements. The 
installation of the apparatus requires 
a control box with a number of outlets 
and the necessary rheostats and me- 
ters. A diagram of a treatment room 
indicating the dimensions of the room, 
as well as the location and size of the 
equipment, is one of the important 
illustrations in the article. 

The first method used is diathermy. 
The diathermy unit, with a frequency 
of 1,000 kilocycles (300 meters) and an 
available current of 5-6 amperes, is 
applied to the trunk of the patient by 
large block tin electrodes. The cabinet 
used is a shallow wooden box contain- 
ing a rubber covered mattress. A light- 
weight box secured to a wooden frame 
is hinged to the box, and fits snugly 
around the mattress when closed. The 
box is provided with eight 60-watt car- 
bon filament lamps, controlled by a 
rheostat to compensate for the pa- 
tient’s heat loss, as well as to maintain 
the temperature after the electrodes 
are rerroved. The head of the patient 
protrudes from the box. Doors and 
windows in the box permit adequate 
supervision of the patient. 


The second method used is radio- 
thermy. This requires two 500-watt 
radio transmitting tubes, oscillating at 
a frequency of about 10,000 kilocycles. 
In this method, the patient is first 
placed on a stretcher, instead of on a 
mattress, on the oscillator housing so 
that he is in the electrostatic field be- 
tween large protected plates. In a 
more recent set-up, the cabinet is apart 
from the oscillator. Within the double 
walls of the cabinet are placed alumi- 
num plates 25 em. x 130 cm. x 1.5 mm. 
connected to high voltage terminals. 
Beneath the stretcher are several re- 
sistance type heaters (in place of the 
heat lamps employed for the first ap- 
paratus). At the other end is a semi- 
rigid rubber hose connected to an 
exhaust fan, which permits hot air to 
be drawn about the patient and humid 
air to be removed from the cabinet. 

The third method, radiant energy, 
after considerable experimentation, 
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was set up to apply the infra-red and 
visible radiation to the skin over a 
large area. Five 200-watt heating 
lamps in reflectors, were used to ir- 
radiate the trunk and lower extremi- 
ties. These units were all controlled 
by rheostats. 

The first method (diathermy) is 
costly, and if electrodes should be loos- 
ened through movements of the pa- 
tients, potentially dangerous. 

In the second method the patient js 
not restrained, as he is in the first 
method, by the directly applied elec- 
trode. Treatments are more time con- 
suming and cumbersome. Frequent 
temperature observations that are diffi- 
cult to make without interrupting the 
treatment, are necessary in this 
method. 

The heat transfer in the third 
method is more rapid than in the other 
methods since the blood in the large 
capillary bed of the skin is readily 
heated by the application of radiant 
energy. Temperature elevation is al- 
most immediate, the rise is uniform 
and ceases when radiation is discon- 
tinued. There are no violent fluctua- 
tions of temperature. Radiant energy 
eliminates the danger of burns except 
those that may occur through acci- 
dental contact with the lamps, or 
through some part coming too close to 
the lamps. The heat loss due to evap- 
oration of sweat and other causes is 
prevented by the adequate reserve of 
energy. 

In an extensive series of treatments 
to more than 300 patients the authors 
have reached the opinion that the 
radiant energy method is the most con- 
venient and economical. 





*Bishop, F. W.; Lehman, Emmy, and Staf- 
ford, Dr. L. Warren: A Comparison of Three 
Electrical Methods of Producing Artificial 
Hyperthermia. J. A. M. A. 104:910, 1935. Ab- 
stracted by I. M. Leavy, M.D. 





Sane Treatment of the 
Mentally Ill 


In his introduction, the author* 
points out that although hospitals for 
the mentally ill were formerly thought 
of purely as asylums where patients 
were locked up to remove them from 
society, the advance of the science of 
medicine has changed this attitude so 
that these institutions have become 
hospitals where mental patients can 
receive proper treatment. 

The accepted causes of psychoses are 
listed as well as the classification of 
the psychoses set up by the American 
Psychiatric Association. It is pointed 
out that while the population increase 





has been approximately 16 per ceat, 
mental diseases reported by hospit.ls 
show a numerical growth of 66 }er 
cent. 

With this tremendous increase there 
is the inevitable overcrowding of men- 
tal institutions, which has become so 
marked that in some instances hos})i- 
tals have had to carry twice as many 
patients as their rated capacity. The 
author suggests that in order to check 
the increase in the number of mental 
patients, treatment will have to be 
directed toward removal of all sources 
of infection and the practice of proper 
dietetics and hygiene. He stresses as 
specific therapy the use of hydrother- 
apy, occupational therapy, arsenicals 
along with malaria treatment and dia- 
thermy, the sedatives, especially the 
barbitals, and, finally, proper surgical 
treatment, such as is used for the 
removal of a cicatrix in epilepsy. He 
also advocates sterilization of mental 
defectives and the incurably insane 
where two or more generations have 
shown evidence of being afflicted with 
a similar disease. 

The West Virginia plan of treat- 
ment of the situation as a whole is 
outlined. The state authorities intend 
to establish a receiving center for all 
mental patients from the entire state, 
where they will be given complete 
medical, surgical, dental and psychia- 
tric study. From this receiving center 
the patients will be sent to other insti- 
tutions in the state for further care 
and therapy. 


*Offner, Dr. J. E.: Sane Hospitalization and 
Treatment of the Insane. W. Virginia . 
30:534, 1934. Abstracted by B. H. Balser, M.D. 





A Correction 


In last month’s issue an abstract of 
the paper by Weeden B. Underwood 
on “Scientific Analysis of Steam as 
Used in Sterilizing” stated that “the 
temperature necessary for successful 
sterilization is 259-267 degrees which 
is equal to 20-25 pounds pressure for a 
sufficient period of time to allow pene- 
tration to the center of the material.” 


Actually these figures are higher 
than those stated by Mr. Underwood, 
who declared: “We now have authori- 
tative published statements available 
which show that steam at 10 to 15 
pounds pressure, maintained for a com- 
paratively brief interval of time is 
sufficient for surgical sterilization. 
This, of course, limits the possible tem- 
perature within the range of 240°-250° 
F.” Recent further tests, shortly to be 
published in The MODERN HOSPITAL, 
substantiate these findings. 
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A simple stock pattern in Econo- 
Rim on Adobe body. While this 
plate is slightly smaller than the 
one at the left, please note that its 
food area is emg gs A 32% 
greater. Econo-Rim is ideal for 
trays and for tables and counters of 
limited size. 
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m=“ Choose the Standard—and Save! 


| ers many years, Syracuse China has been recog- GUARANTEED against crazing (checking of the 
nized as the standard of china quality. Contribut- _— glaze). 

ing to this leadership are many factors that are im- 

portant to you as a user of china. For example: 












THREE BODIES—white, Old Ivory and Adobe. 
Many attractive shapes, including the new Econo-Rim 
LOW BREAKAGE COSTS, made possible by the which saves as much as 36% of the space on tray or 
/ . sturdy, dense, thoroughly vitrified body. Weight for table. 

weight, Syracuse China is the strongest china made. It 


lasts longer—costs less per year. MANY PATTERNS in stock for immediate delivery. 





PATTERNS, both stock and special, created by our 
own staff of designers. These attractive patterns have 
proved a definite value in building patronage. 


Syracuse China will help you make money and save 
money. Ask your supply house for complete informa- 
tion. Or write direct to: Onondaga Pottery Company, 
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BRIGHT COLORS, under glaze—every bit as freshand Syracuse, New York. New York Offices: French Bldg., 
clear as overglaze colors. And, unlike overglaze 551 Fifth Avenue. Chicago Offices: Garland Bldg., 
colors, they stay bright—cannot fade or wear off. 58 E. Washington Street. 
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Are You 
Getting the Full Benefits 


of Modern 
Refrigeration? 


Time was when "ice machines" were 
used only for ice making, brewery 
and cold storage work. 

Today, Refrigeration serves in a 
dozen or more profitable ways. 
Other businesses in your line are 
using it for one or more of the fol- 
lowing jobs: 








Architectural Work 





Test and Research 





Air conditioning 
Cooling drinking water 


Test and research work 





Processing foods, chemicals, etc. 














Cooling boxes and display cases 
Serving soda fountains and bars 


Precooling fruits before shipment 





Ice Making 


Making block ice, ice cubes, ice chips 
ey. 7% 


or dry ice 







Keeping furs, flowers, candy, serums, 
etc. 


Freezing ice cream and other desserts 





Transporting under refrigeration 
Sinking shafts in quick-sand 
Quick-freezing fish, poultry, etc. 


Drying motors, cable wire, powder, etc. 





Let the nearest Frick man aid you in 
adapting Refrigeration, the New Tool of 
Industry and Business, to your particular 
problems. No obligations; but write, 
wire or phone today. 












» Od 


WAYNE SEBORO. PA... U.S.A. 














BOOKS ON REVIEW 





HEALTH DENTISTRY FOR THE COMMUNITY. By 
the Committee on Community Dental Service of the 
New York Tuberculosis and Health Association. C hi- 
cago: University of Chicago Press, 1935. Pp. 85. $1, 


This slender book is historic. It represents, so far as tunis 
reviewer knows, the first attempt of any dental group to 
analyze carefully all the available significant data about 
the prevalence of dental diseases and defects and the disiri- 
bution of dental services, and to formulate a broad scale 
program for providing dentistry to the whole community. 

The committee, under the chairmanship of Alfred Walker, 
D.D.S., concludes that only a small percentage of the pop- 
ulation now receive adequate dental service either from 
private practitioners or dental clinics. The members are 
almost but not quite appalled by the size of the problem 
faced in trying to give care to adults who have neglected 
their teeth. Even at very low rates it would cost an average 
of $86 a person to do the minimum amount of work for 
such adults necessary to put their mouths in satisfactory 
shape. Start with the children, they suggest, at the age of 
two. 

The committee criticizes the reports of the Committee 
on the Costs of Medical Care for not more clearly differen- 
tiating dentistry from medicine and child dentistry from 
dentistry for adults. Nevertheless their recommendations 
harmonize with those of the C. C. M. C. 

It recommends that the first step be complete dental 
service with major emphasis on prevention, furnished pre- 
sumably by the schools or some other state agency, for all 
children from the age of two onward; that the curative 
treatment of oral disease in adults be given second place, 
and that the restoration of the organs of mastication by 
means of artificial teeth should have third place. It claims 
that large savings will result to the schools from the pre- 
vention of dental defects and diseases through the reduction 
in absences and failures. Health insurance, the committee 
holds, can be devised in such a way that it will minimize 
the disadvantages found in European plans and embrace 
the advantages. 

While recognizing the possible future value of present 
experiments on the dietary control of caries, the committee 
points out that such measures even if found to be scien- 
tifically sound will not solve the problem because of the 
slowness with which food habits are changed.—ALDEN B. 
MILLs. 


NUTRITION. By Margaret S. Chaney, Ph.D., and Mar- 
garet Ahlborn, M.S. Boston and New York: Houghton 
Mifflin Company, 1934. Pp. 436. $3. 


An addition to the Riverside Home Economics Series 
edited by Alice F. Blood, Ph.D., Simmons College, this book 
is planned for teaching of nutrition to college and normal 
school students, but the dietitian will find in it good sugges- 
tions for teaching nurses. 

The material is so arranged as to meet the needs of the 
student who wishes to use it professionally and for the one 
who desires a knowledge of the science of nutrition in order 
to adjust her life and that of her family to the standard for 
healthful living. Therefore, only a minimal background of 
organic chemistry and physiologic chemistry is required. 

Laboratory exercises and a bibliography follow each 
chapter, good photographs and charts throughout the book 
and Mrs. Waller’s excellent table add further value—LuLuU 
G. GRAVES. 
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THE appearance of a cup of steaming amber coffee 
will help many a listless appetite to perk up and en- 
courage a hearty meal. But nothing on the serving tray 
can be quite so depressing as the thin off-color liquid that 
is sometimes passed out for America’s favorite drink, 


Make sure you never discourage a patient this way. 
Getthe best psychological effect by always serving Conti- 
nental Coffee. It looks good. It smells good. Ittastes good. 

Continental makes such a delicious brew that it in- 
spires the most sluggish appetite and delights the worst 
case of hospital grouch. The secret lies in the care 
used in selecting the green berries, in roasting, in blend- 
ing, and in speedy delivery to your kitchens, roaster-fresh. 

Get a trial package of Continental Coffee and see for 
yourself its mellow richness, its flavor and aroma. Ask 
the Continental salesman who calls on you or write 
direct to Hospital Department 513 for a sample pack- 
age. There is no obligation. 


CONTINENTAL COFFEE COMPANY 
371-375 W. Ontario St., Chicago 


Be sure to send for Continental's Card of Rules for making Good Coffee 


ALWAYS 
eS SSS = => > 


CONTINENTAL 


AMERICA'S LEADING 
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INSTITUTIONAL 


COFFEE 
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Ft LOOKS good! 


DO YOU HAVE 


ON THE 
OPERATING 
LIGHT? 





If Economy Is Necessary 
Supplement with a Castle Spotlight 


When circumstances prohibit the replacement of inade- 
quate illumination with a large moder 1 operating unit (like 
Castle Light No. 10)*, you can at least supplement present 
lighting with this Castle Spotlight. Castle Light No. 40 is de- 
signed to project a cool beam of shadow-reducing light 
having a maximum intensity in excess of 4000 foot-candles. 
As an inexpensive auxiliary light, it will step-up the effec- 
tiveness of your present equipment. 

The No. 40 is sturdily constructed for heavy-duty service. 


Easy to focus. Controlled from outside the sterile field. Re- 


flector is specially treated to prevent tarnishing. 














This Spotlight is finished in non- 
chipping white enamel and nickel 
plate. Plugs into any outlet, A. C. 
or D. C. * Write for new brocure on 
Surgical Illumination. 

Wilmot Castle Company, 1271 Uni- 
versity Ave., Rochester, N. Y. 


CASTLE STERILIZERS 


In addition to Castle Lights, the 
Wilmot Castle Company is the 
recognized leader in sterilization 
equipment. Write for “Hospital 
Sterilizer Catalog.’’ 





APPROVED BY AMERICAN COLLEGE OF SURGEONS 


















Nothing butSeptisol 
Touches 


the Hands 


For absolute surgical cleanliness in scrubbing the 
hands, you can depend upon SEPTISOL Liquid 
Soap and Dispensers. Nothing touches the hands 
except the right amount of soap. SEPTISOL Dis- 
pensers are operated by pneumatic pressure with 
the foot. Used in leading hospitals for eliminating all 
dangers of hand infection—for economy and conven- 
ience. SEPTISOL Soap leaves the hands soft and pli- 
able, too. Made of strictly pure olive, cochin cocoanut 
and other fine vegetable oils expressly for surgeons. 





VESTAL CHEMICAL LABORATORIES 
ST. LOUIS, U. S. A. 





SEPTISOL Dispenserszare made in 
floor and wall types, single and dou- 
ble. Simple, too. No intricate mecha- 
nism to get out of order. Non-corro- 
sive. Dripless. Write for literature. 


SEPTISOL 


SOAP AND DISPENSERS 
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NEWS FROM 
MANUFACTURERS 





Additions to the Family of X-Ray Screens 


The Patterson Screen Co., Towanda, Pa., marks its 
twenty-first anniversary in the production of x-ray screen: 
by introducing two new types. Advance literature on the 
Patterson Detail Intensifying Screens reports that thes« 
are for use in cases where ultimate detail is of utmost im- 
portance. It is stated that radiographs formerly mad 
without screens in order to preserve detail, now can be 
made in very much less time. 

The Fluorazure Intensifying Screens are specialties ex- 
tremely fast in the lower kilovoltages, we are told, and 
utilize a new chemical to be known as Fluorazure, based on 
an application of zinc sulfide. The factor of speed, of 
paramount importance in heart, chest and similar types of 
work, is due to the ability of zinc sulfide to convert more of 
the invisible x-ray energy into photographically effective 
light, it is stated. 


Light and Sight With This Bedside Lamp 


The “Sands Bedside Illuminator” is pronounced a 1936 
model for 1935, by Sharp and Smith, Inc., 65 East Lake 
Street, Chicago. A twist of the metal shade, and this all- 
purpose light is converted into an examination lamp for the 
doctor who may be changing dressings, with direct light 
flooding exactly where required. Another twist, and it pro- 
vides a soft, indirect illumination for the room in general. 
Or, the shade is turned down to afford a glareless light for 
reading. 

This illuminator is found to be practically no more 
expensive than ordinary bedside lamps, the manufacturer 
states. 


Nonspill Spoons Outwit Their Opponents 


Visualize a spoon, where the part of the bowl nearest 
the handle is covered or capped, and you have a picture of 
the new feeding and medicine spoon developed by Fdward 
Weck & Co., Inc., 1385 Johnson Street, Brooklyn, N. Y. 
By holding this device upright, the contents may be hidden 
from child patients who object to taking their castor oil 
or medicine in general. 

Since orange juices, oils and medicines may be given 
the adult or child patient in any position in bed, the stain- 
ing of blankets, bed linens and clothing is eliminated, the 
manufacturer informs us. 


Oil for the Stoves of Hospitals 


A new line of cooking equipment designed for hospitals, 
sanitariums and other institutions where large scale cook- 
ing operations are carried on is offered by the Motor 
Wheel Corporation, Lansing, Mich. 

Both oil burning cooking ranges and bake ovens are 
included in the line and, in addition to high standards 
of cooking performance, they are claimed to afford large 
savings in fuel costs. Burning ordinary No. 1 fuel oil 
or furnace oil, these ranges and bake ovens are charac- 
terized as being fast, clean and odorless. Their construc- 
tion, it is claimed, is such as to give a uniform temperature 
distribution both in the ovens and on the French type 
cooking tops. 

The burner employed is of the natural draft type. It 


The MODERN HOSPITAL 


ee ees 


ola ee ease 

























































cs fF INEW SAFETY AMERICAN 
. 
Tn for Your Beds STERILIZERS 

7 Nb | Sha 9 BES Se i _.. DISINFECTORS 
ens ; sent (Gerd fee! ed roe OO eee ‘ie 

the ‘Syene Se a «(hii :.. WARMING CABINETS 
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be MODEL 766 HOSPITAL BED , 
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on be supplied to fit your present beds or may be ob- 

tained with any Inland Bed, such as Model 766, illus- 
trated. Made of strong steel tubing. Instantly attached 
or removed. 





All manufactured to the same exacting requirements 
which have made “American” sterilizers outstanding, and 


WwW supplying leading hospitals with lity beds, . ° 
ines Dees ak tecnica, * ein, te the choice of competent executives. 


mattresses, backrests and metal furniture. Write for 
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a illustrated circular and price list showing our products. AMERICA N STER ILIZER C O MPANY 
]]- : HOME OFFICE..... ERIE, PA. 

he IN LA nw D & E D COM PANY New York Office: Chicago Office: 

ht 200 Fifth Avenue 1553 W. Madison Street 

| Manu fa cturers Boston Office: 851 Boylston Street 

4 3921 S. MICHIGAN AVE. CHICAGO, ILL. CANADA . . . Messrs. Ingram & Bell, Ltd. 

i Montreal, Winalons and Calgary 














* | TEST THE NEW SUPER J&J CASTER 
ON YOUR OWN BEDS—At Our Expense! 








Germ Proof. 


st i 

: f Satisfy yourself that the new, 

revolutionary J&J Caster is ] O ‘ winds oes cone 
, i the finest made, by testing a set — ia 
, on your own beds. Hospital Positively Moisture, Vermin and 


Executives everywhere have 
accepted this offer, and, after 
examining this super Caster 
have proclaimed it the answer 
to all caster problems. This 
J&J Caster has more added 
advantages, more exclusive fea- 
tures than any other caster 
made. Write today—now—for 
your trial set. 


Absorbs all shocks and jolts. 


Absolutely noiseless at all times. 


Cannot split, damage, or bulge 
tubular legs. 





Eliminates all metal-to-metal con- 
tact. 






RUBBER 
CUSHION 












Caster held more securely than 
ever before possible. 


v 


JARVIS & JARVIS, Inc. 


106 Main Street 
Palmer, Mass. 


“Clincher-Grip” Tires that can- 
not loosen. 


Double Ball Bearing Swivel— 


ease in turning. 





PATENTE 
NE LO19,666 


Nothing to wear, break, or give 
out. 


CON AYA WD 


Vv 


Attached or removed easily and 


Manufacturers of Superior 
quickly. 


Hospital Casters and Trucks 


_— 
S 
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The New Heidbrink 


KINET-O-METER 

















The ULTRA-ECONOMICAL 
Absorber Equipped Gas Apparatus 


Revolutionizes and simplifies gas anesthesia adminis- 
tration. 


Produces better anesthesia at greatly reduced cost. 
One tank of gas now goes as far as four or five tanks 
did using old methods. 


The patient’s condition is better during operation and 
post-operatively. 


Operation is easy. A simple dry-float kinetic type 
flowmeter controls, measures, registers and delivers 
each gas independently and accurately for all types of 
cases. 


Valuable exclusive features aid the anesthetist. 


Built for 3, 4 or 5 Gases 
Including Cyclopropane 


FREE [TLLUSTRATED CATALOGUE SENT ON REQUEST 


The HEIDBRINK CO. 


2633 Fourth Avenue South 
MINNEAPOLIS, MINN. 








130 





has no moving parts, and a convenient oil control enables 
the user to adjust the burner to any desired temperature 
at a moment’s notice. In addition to affording savings 
in fuel costs, these ranges and ovens are said to offer 
savings in food shrinkage, as a result of the use of an 
unvented oven. 

The oil burning bake oven is offered in a four-tray size 
with a capacity for forty-eight 114-pound loaves of bread 
or twenty-four 10-inch pies; while the range units are 
available in a number of different sizes designed to meet 
every type of requirement up to the largest size hospital. 
Both the ranges and ovens may be installed in ba* 
of two or more where a total capacity of this ext» 
required. 


Painless Adhesive-Removal Versus 


"Quick-Ripping" 

Why add to a patient’s sea of troubles by resorting to the 
old method of ripping off the adhesive? A new and painless 
method, suggests The Harrington Research Corp., Buffalo, 
N. Y., is to apply Adhesol, a solution which is said to dis- 
solve all the adhesive compound on the tape, freeing skin 
and hair alike. A corner of the tape is lifted, the solution is 
swabbed along the line of adherence, and the adhesive peels 
off as one proceeds. This solution is claimed to be both 
nonirritating and noninflammable. 


A Speedy New Robot Is This Wall Washer 


The Cleanwall, made by Cleanwall Mfg. Co., 105 West 
Adams Street, Chicago, makes a bid for that herculean 
task, the smooth, streakless washing of walls and ceilings. 
It is a compact, lightweight unit of two copper tanks, 
one filled with cleaning solution, the other with clear 
water. Forced from the tank by means of a hand pump, 
the cleaning fluid is applied with a trowel covered by a 
cloth pad. A second trowel, also cloth covered, rinses off 
any dirt and cleaning solution that remain. No dripping 
and splashing, it is stated, are apparent in the process. 
It is also said that wall paint is preserved, and the luster 
renewed. 


A Portable Cautery Unit Makes Its Debut 


Max Wocher & Son Co., 29 West Sixth Street, Cin- 
cinnati, introduces a portable electro-surgical unit de- 
signed to give the ease of control which is a feature of 
this company’s Majestic Hospital Unit. The latter is a 
device for cutting and electro-coagulation, and is said to 
be outstanding in the field of cautery. 

Housed in a leatherette case, the new unit is not only 
featured for its portability, we are told, but is adaptable 
for all office procedure in which electro-surgery is indi- 
cated, as work with tonsils, turbinates, warts, moles and 
growths. 


The Aero-Tent Competes With Tom Thumb 


With a weight of but 90 pounds, this recently developed 
motorized oxygen tent goes into the tonneau of any small 
car, states The Heidbrink Company, Minneapolis, and is 
adapted to aeroplane transportation. We are told that it 
is quickly folded into condensed size, at the same time 
retaining all features demanded by the therapist for suc- 
cessful oxygen therapy. 

Any nurse, it is further stated, can, without assistance, 
perform the duties incident to the movement, adjustment, 
mechanical operation and practical application of the No. 
55 Aero-Tent. 
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A GIFT 


Everyone who procures our new De Luxe catalog will surely thank the 
giver. It is the finest book we have ever produced in our forty-seven 
years. 

Illustrating our complete line of surgical instruments, also one hun- 
dred pages devoted to allied lines, comprising your daily wants. 

Your constant friend, in helping you to find in one book the things 


you need. 





' Do not wait until this edition is exhausted. Write your surgical dealer 
TRADE MARK 


today, to insure your getting this handsome reference book. 





KNY-SCHEERER CORPORATION 


THE QUALITY HOUSE 
21-09 BORDEN AVENUE LONG ISLAND CITY, N. Y. 





























HOSPITALS ARE PRAISED— 


More heartily for 


TEMPTING MEALS 
than anything else 






With Colson Food Conveyors 
you can be certain that meals 
are served just as the patients 
have anticipated them — hot 
and temptingly fresh. When 
other hospital memories have 
faded, patients remember longed-for meal hours 
and become your loyal supporters. 








The Colson way of handling the food routine is 
also the economical way. There are Colson aids 
to make almost every hospital task easier. If your 
files are not complete and up to date on Colson ' ree 


equipment, write today. 
Colson can do for you in this field. 


ols? 


FOOD CONVEYORS ELYRIA, OHIO 


THIS BOOKLET SHOWS MANY 
STYLES OF FOOD CONVEYORS 


Of course you have a copy. What! mislaid? 
Then «rite today for another and realize what 
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CABINET ANESTHESIA UNITS | New Trade Catalogues and Pamphlets 


Are distincuished improvement First-Aid for Adventurers—The romance in the life of 
& asste ai P a medicine kit is depicted in a little red and silver volume 


newly published by Burroughs, Wellcome & Co., Inc., 9 
East Forty-First Street, New York City. This gives the 
high spots of great explorers’ adventures, from Sir Henry 
Stanley to Admiral Byrd, and explains how the “Tabloid 
First-Aid Kit” has been utilized for more than half a cen- 
tury by explorers, flyers and other adventurers. Also 
included are descriptions and illustrations of “Tabloid 
Emergency First-Aid for All Climates.” 


Noise Fighters—Research engineers in the laboratories 
of Johns-Manville, 22 East Fortieth Street, New York 
City, feel that there’s entirely too much noise in the 
world. How they attack clangor and din is told in a new 
booklet presenting significant developments made in 
acoustical science. 


A Word to Physiotherapists—He who reconnoiters for 
: new and improved physical therapy and electro-surgical 
Waters equipment may profitably study the new catalogue of The 
Metric ae ee ; Burdick Corporation, Milton, Wis. All apparatus, from 
Anesthesia ; ultraviolet lamps to bath cabinets, is carefully described 
Table P and the numerous illustrations speak for themselves. A 
{Montreal folder is also included on the Burdick Short Wave Dia- 
Model} thermy Unit. 


The preferred apparatus for Modern Gas Anesthesia because X-Rays Almost Think for You—More evidence of how 
it is the most complete and practical outfit, the use of | radiographs corner those elusive symptoms and help to 
which insures better service to patient, anesthetist and surgeon. build up an accurate diagnosis is offered in a new publi- 
CABINET OUTFITS are the exclusive specialty of cation by Eastman Kodak Co., Rochester, N. Y. Large 
illustrations show how x-rays detect fractures previously 
THE FOREGGER COM PANY, Inc. unsuspected or how they reveal sources of chronic infec- 
47 WEST 42nd STREET, NEW YORK, N. Y. tions. This company also publishes “X-rays and Health” 
which is directed to the layman. 





mmm 
Modern Maintenance—Cleanliness around the hospital 


PROTECT YOUR WATER SUPPLY is no longer a matter of the scrub bucket and a strong 


bs right arm; it is apparently a science. A booklet recently 
PREVENT BACK-SYPHONAGE issued by The Hillyard Chemical Co., St. Joseph, Mo., 


displays a wide and varied line of cleaners, disinfectants, 
soaps and other sanitation supplies and includes many 


Required by many authorities 


and soon will be by all. pages devoted to floor maintenance materials and the ma- 
chines used to apply them. 


* 
Touring by Proxy Through a Paper Mill—Logs jammed 
PROTECT YOUR PATIENTS in the river, pulp bales just off the boat from Finland, a 
giant machine which is said to make 250 miles of paper 
Install vacuum breakers with a tissue per day—these are high spots in the sizable new 


1” opening to the atmosphere on book issued by Scott Paper Co., Chester, Pa. Lured by 
picture and prose descriptions, the reader wanders through 


all fixtures with submerged in- pages telling this story of paper making. Care, it is ex- 


lets. plained, is taken to produce a clean, soft, absorbent and 
e sanitary paper. 


University of Chicago Press—‘Economies in Food” is 


SLOAN FLUSH VALVES the title of a helpful little booklet of about fifty pages that 


“ ‘ has been published by the University of Chicago Press, 
with SLOAN integral or separate Chicago. The booklet contains quantity recipes using evap- 


Vacuum Breaker for water closets orated milk. The authors are M. Faith McAuley and Mary 
. ° Adele Wood. 
and hospital fixtures meet the asians 


above requirements 100%. Make a Clean Sweep With Soap—“‘What Are Your Soap 
Requirements?” asks Procter & Gamble, Cincinnati, in a 


7 booklet recently received. Listing a whole battalion of 

products, they suggest a soap for every cleansing need. This 

SLOAN V ALVE CO charge of the soap brigade also leads to the hospital laundry 

. with such booklets as “Longer Life for Your Linens” and 

4300 WEST LAKE STREET, CHICAGO, ILLINOIS “Salvaging Linens by Stain Removal,” worked out by the 
laundry research department of this company. 
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